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Cases in which Zife is endangered by Large 
POumorrhage, and their Treatment. 
A Clinical Lecture 
By Howarp Marsu, F.R.C.S. 


OME examples of imminent danger to life from 

large hemorrhage have lately been under obser- 

peeeess} ~vation, and I propose to ask your attention to 
them to-day. The subject is obviously one of first-rate 
importance in clinical surgery, and one with which you 
may all, in the future, have to deal in a practical form, 
unless—as can rarely happen—you are engaged entirely in 
the treatment of medical cases. To those who practise in 
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districts where severe accidents are common, or who attend 
many confinements, instances of dangerous hemorrhage 
must be of frequent occurrence. The subject acquires 
additional interest at the present day from the fact that, as 
I will presently show, we are now in possession of means of 
treatment which, when adequately used, are successful in a 
much larger proportion of instances than was formerly the 
case, and with which, therefore, it is the duty of every 
surgeon to be familiar. 

Hemorrhage so severe as to threaten the life of a patient 
may occur as the result either of a surgical operation, or of 
an injury, such as extensive laceration of a limb or a wound, 
gunshot or otherwise, by which large blood-vessels are 
divided. 

As to profuse hemorrhage in connection with surgical 
operations. The cases in which it is most likely to occur, if 
the proper steps are not taken to prevent it, are amputation 
at the shoulder and the hip joints. There are some other 
proceedings in which the same peril may exist, at all events 
if the operator does not possess sufficient experience, or if 
he omits to adopt the necessary precautions ; but it is only 
the two operations that I have mentioned of which it can 
be said that under ordinary circumstances hemorrhage is 
their main danger. I need scarcely remark that in opera- 
tions in which this risk is present, the obvious duty of the 
operator is to make all his preparations with care and 
forethought, and to secure a full amount of the best assist- 
ance within his reach. 

As to amputation at the shoulder-joint. This operation 
is performed by different methods according to circum- 
stances, and the danger of hemorrhage will depend almost 
entirely on the case. In some instances it will be com- 
paratively small. This is the case when amputation is 
performed for some condition which involves only the lower 
half of the arm, and leaves all the structures in the neigh- 
bourhood of the joint in a normal condition. Here, for 
instance, is a humerus which presents a tumour (myxo- 
sarcoma) projecting from the middle of its shaft. The 
patient was a lady of fifty, in whom I amputated the 
limb. All the parts in the upper third of the arm were 
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normal, and there was no difficulty in controlling heemor- 
rhage during the amputation, which was performed by 
Spence’s method. In this proceeding a racket-shaped 
incision is made, which commences a little external to the 
coracoid process, and follows the line shown in the figure. 


Diagram showing the line of incision in Spence’s method of ampu- 
tating at the shoulder-joint (kindly lent by Messrs. Cassell 
and Co.). 

This incision in its upper (vertical) part passes through 
the clavicular fibres of the deltoid ; it then crosses outwards 
in front of the humerus, and divides the deltoid at its 
insertion into the bone, and is prolonged to the posterior 
border of the axilla. It is here met by a second incision 
starting from the lower end of the vertical incision, and 
encircling the inner and back part of the limb. This latter 
incision extends through the skin and fat only. The flap 
containing the deltoid and posterior circumflex artery is 
next dissected up, so that the head of the humerus and 
the short muscles covering it are exposed. These muscles 
and the capsule of the joint are divided, the head of the 
bone is disarticulated, and the parts which still connect the 
limb with the trunk are severed. Hemorrhage is controlled 
by an assistant, who grasps the inner portion of the flap 
before the axillary vessels are divided.* 

This operation may be carried out with the loss of not 
more than three or four ounces of blood, and it gives in all 
respects an excellent result. It cannot, however, be em- 
ployed when the upper end of the limb is involved in 
disease —when, for instance, there is a sarcoma springing 
from the upper end of the humerus—because the surround- 
ing soft parts are likely to be involved, and further, because 
these structures are so vascular that hemorrhage cannot be 
controlled in the manner just described. 

(1) In former years it was attempted to control haemorrhage 
by compressing the subclavian artery with some instrument 
or with the fingers. Let me say at once that it is quite un- 
justifiable to trust to this measure, and let me give a case in 
point. Some years ago I adopted this method myself, with 
the result that haemorrhage was so severe that the patient 
survived only about three hours. The case was one of a very 
large sarcoma, involving the upper end of the humerus and 
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extending inwards as far as the line of the nipple. The 
subclavian was compressed by as able an assistant as could. 
anywhere be found ; but during the necessary movements of 
the limb in the course of the operation his fingers were 
lifted completely off the vessel. The operation was finished 
without delay. The patient, however, very nearly died at 
the time, and afterwards rapidly sank, in spite of. all that 
could be done for him, including transfusion. ‘The case is 
one which I have always remembered with great regret, and 
which made it clear that this method of amputation ought 
to be completely given up. 

(2) It has been proposed either (as a first step) to tie the 
axillary artery just below the clavicle through an incision 
which traverses the pectoral muscle, or else to ligature this 
vessel when it comes in sight in the anterior part of the 
wound. A material objection to the first proceeding is that 
it may involve considerable difficulty and delay: to the 
second, that serious bleeding may occur before the: artery 
can be secured. 

(3) The third part of the subclavian artery may be tied. 
This is the proceeding which ought to be adopted. As both 
it and the surrounding soft parts are healthy the artery can 
be easily reached, and when it has been tied no blood can 
enter the limb except through the posterior scapular artery 
and some smaller vessels derived from the thyroid axis, 
which can be secured as soon as they are divided. ‘Three 
years ago a man was admitted into the hospital with a 
tumour in the upper part of the humerus, the circumference 
of which was no less than thirty-six inches, and almost 
exactly corresponded with the circumference of the 
patient’s chest. Before performing amputation I tied the 
subclavian artery, and then by raising the limb emptied it of 
the venous blood which it contained. Although this 
tumour was of such enormous size (it weighed thirty-five 
pounds), it was estimated at the time that no more than four 
ounces of blood were lost. ‘The operation was perfectly 
well borne, and the patient suffered in no appreciable 
degree from shock. No two cases could show more con- 
clusively than these, when their results are contrasted, the 
value of tying the subclavian before amputating the limb in 
instances in which a tumour involving the upper part of the 
humerus is of considerable size. In the one the patient lost 
his life from haemorrhage; in the other, although the tumour 
was perhaps as large as any for which amputation at the 
shoulder-joint has ever been performed, the amount of 
hemorrhage was less than that which often attends amputa- 
tion of the breast for carcinoma. It must be distinctly 
remembered in these cases that hemorrhage is virtually the 
only danger which, at the present day, attends amputation 
of the upper limb ; for the wound left by the operation is a 
small one even when the tumour which has been removed 
is of very large size, and rapid healing takes place. 

You may remember that a few weeks ago I showed at 
the Thursday consultations a young man of twenty-one, who 
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had sarcoma of the upper end of the humerus. The limb 
was amputated on the following Wednesday, March gth. 
On 12th he was walking about his room, and on 14th I 
found him sitting up in a chair having his hair cut. 

I have had occasion to amputate at the shoulder-joint 
six times for the following conditions :—aneurysm of the 
axillary artery; glandular abscess in the axilla, in connection 
with which pus burrowed extensively down the arm and 
made its way into the shoulder-joint, with the result that 
the patient nearly died of exhaustion; and four cases of 
sarcoma. All the patients, with the exception of the man 
who died of hemorrhage, recovered, and in each case the 
wound soon healed. 

There is no doubt, however, that in the future the pro- 
ceeding that will be generally adopted in cases of large 
tumours of the upper end of the humerus is the so-called 
“amputation interscapulo-thoracique,” or amputation of the 
whole limb including the scapula. ‘This is often termed 
Berger’s method, a French surgeon named Paul Berger 
having published a full account of it in 1887. Formidable 
as it sounds, the operation, in competent hands, is not 
attended with much difficulty, nor is it followed by a 
mortality of more than, if as much as, ten per cent. The 
first step consists of removing part of the clavicle and liga- 
turing the subclavian artery. Thus hemorrhage is guarded 
against. The great advantage which this operation secures 
is the more free removal of structures which possibly—or 
in some cases certainly—are involved in disease. 

Amputation at the hip-joint for malignant disease of the 
upper end of the femur is one of the most dangerous of 
the legitimate operations of surgery at the present day. 
This danger depends in part on shock, apart from the loss 
of blood : but very largely also on the amount of hemorrhage 
by which it is attended, and which takes place from the 
branches of the internal iliac artery which are distributed to 
the upper and back part of the limb. ‘To control hemorrhage 
from these vessels different means have been employed. 

(1) Lister’s abdominal tourniquet for compressing the 
abdominal aorta. ‘The use of this appliance involves two 
dangers: injury of the intestine, or of the sympathetic 
nerves, by the pressure which it exercises upon them ; and 
by fixing the abdominal wall it may seriously embarrass 
respiration. Should this effect be observed while the opera- 
tion is proceeding the instrument cannot be removed, and a 
fatal result may occur. 

(2) Davy’s lever may be used. This contrivance consists 
of a rod eighteen inches in length, and about the size of the 
index finger, and covered with a smooth sheath. It is 
introduced into the rectum, and made to compress the 
common iliac artery where it lies between the lumbar spine 
and the psoas muscle. I employed this instrument on six 
or seven occasions some years ago. It is an ingenious 
invention, and in the hands of those who have carefully 
practised its use on the dead subject, and are careful and 
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steady at the time, it may be safely employed ; but in un- 
familiar hands it may very easily lead to a serious catastrophe, 
either because it injures some of the adjacent parts (I have 
known it thrust through the bowel), or because it fails at the 
crifical moment to control the artery. 

(3) Elastic compression may be used by means of a 
strong india-rubber cord encircling the limb at its junction 
with the trunk, after the method of Jordan Lloyd.* This 
method is a valuable one if efficiently used, but it leads to 
extensive venous oozing from pressure-paralysis of the vaso- 
motor nerves. , 

(4) I have not had an opportunity of resorting to it, but I 
believe the best way to control hemorrhage during this 
amputation will prove to be by direct compression of the 
common iliac artery by introducing the hand into the iliac 
fossa (of course behind the peritoneum) through an incision 
in the abdominal wall. The wound would not involve any 
material danger, and a good assistant could effectually hold 
the artery. 

But taking now those cases in which, whether as a result 
of an accident or an operation, the patient’s life is in 
imminent danger from severe hemorrhage, what treatment 
should be employed? First let me remind you of the sym- 
ptoms which indicate that the patient’s condition has become 
critical. ‘These symptoms are extreme pallor, best observed 
in the mucous membranes, which normally are red—in the 
lips and tongue. ‘These parts now become quite bloodless. 
The surface is bathed in a cold sweat; the pulse is small, 
soft, and rapid, 130 to 160 or quicker still, and flutter- 
ing, so that it cannot be counted ; respiration is sighing ; 
the patient is restless, and complains of noises in the 
ears, and, although it is broad daylight, that he cannot see ; 
his mind wanders, and he becomes incoherent ; convulsions 
may occur, and the patient may pass into a condition of 
profound and fatal syncope. 

The crisis is one of supreme moment to the patient, and 
of grave responsibility to the surgeon. It is truly a case of 
life or death. Let the surgeon hesitate or fail to use the 
proper means, and the patient will rapidly sink. Let death 
be averted for six or twelve hours, and in two or three 
days the patient may be convalescent with many years of 
vigorous life before him. 

The treatment of cases of this kind consists (a) in 
general measures, such as artificial warmth by hot bottles and 
sufficient warm clothing of a light description ; raising the 
foot of the bed, and removing the pillows, so that the head 
is low; and bandaging the limbs, so that all the remaining 
blood may be confined to the brain, heart, and lungs. (4) 
In the use of subcutaneous injections of ether or strychnia. 
Both these agents act rapidly on the heart, but of the two 
strychnia is much the more useful, as its effect is much more 
prolonged. Liquor strychnine mij (equal to 4, of a grain) 
may be injected at intervals of two or three hours. Strychnia 
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under these circumstances has a very strongly beneficial 
result upon the action of the heart. (¢) In the introduction 
of some appropriate fluid into the general circulation. 

First, a few words about blood-transfusion. This is 
carried out by either the immediate or arm-to-arm method, 
or indirectly ; blood being drawn from the giver into a 
vessel, in which it can be kept at a suitable temperature, 
and from which, when it has been defibrinated, it can be 
introduced into one of the veins at the elbow or some other 
part. 

As to this proceeding, the time has come for saying that 
it has been finally superseded. It has in the first place 
always been open to the following serious objections. It is 
an operation which, in unfamiliar hands, is by no means free 
from danger, and it involves difficulties which only those who 
have had previous experience of it are likely to overcome: 
it requires a special apparatus, which is little likely to be fit 
for use when it is wanted : and the necessary amount of blood 
cannot always be obtained ; while, in the second place, a 
method which is at the same time much simpler and much 
more efficacious has been introduced. The method consists 
of the infusion of a saline solution in the form of a drachm of 
common salt in a pint of sterilized water. It can be readily 
carried out by the aid of a glass funnel and a sterilized india- 
rubber tube fitted with a metal nozzle, which costs only two 
or three shillings, and is ready for use as soon as it has been 
boiied. Two or three pints of the solution at a temperature 
of 105° in the funnel are slowly introduced into one of the 
veins at the bend of the elbow. It is a piece of great good 
fortune alike to the patient and to the surgeon that so 
troublesome and so difficult a proceeding as blood-trans- 
fusion need no longer be attempted, and that we have at 
our disposal a method which is easily used, and which affords 
very valuable results. It seems clear that the infusion of 
a saline solution is now to be regarded as a proceeding by 
which, if it is not too long delayed, many lives that must 
otherwise be lost can be saved. 

The following case furnishes an excellent illustration of 
the symptoms which attend, and the treatment which must 
be adopted in instances of severe hemorrhage. 

F. H—, aged 24, a strongly built man, was admitted into 
Stanley Ward on July 15th, 1897, with an extensive crush 
of the right upper limb produced by a lift accident. There 
had been severe hemorrhage, and free oozing was still going 
on. Amputation through the upper third of the arm was 
performed. The patient bore the operation well, but at 
seven the next morning his pulse was 140 and thready, his 
temperature 103°3° ; and he was in a cold sweat, extremely 
pale and very restless. The foot of the bed was at once 
raised ; hot bottles were applied ; small quantities of brandy 
and water were given by the mouth ; an ounce of brandy 
with an equal quantity of water was introduced into the 
rectum, and three minims of liquor strychnine were injected 
subcutaneously. 





In spite of this treatment, however, rest- ‘ 


lessness and pallor increased, the pulse was still 140 and 
becoming weaker, and the patient was sick, so that it was 
impossible to continue treatment by the mouth. Three 
pints of saline solution at a temperature of 105° in the 
funnel were injected into the left cephalic vein by Mr. 
Harold Meakin, Senior House Surgeon. This was followed 
by marked and immediate improvement. Some colour 
returned to the face ; the patient said he felt better and 
became less restless, and the pulse was better both as 
to volume and tension. This improvement was maintained 
till 3 p.m., when he had a shivering fit, and the tempera- 
ture rose to 104°4°. The pulse went up to 160, and could 
scarcely be counted. He sweated profusely and was 
extremely pale. He became incoherent in his speech. 
Another hypodermic injection of strychnia was given, the legs 
were firmly bandaged, and the foot of the bed still more 
raised. From this time there was an uninterrupted re- 
covery. 

For some hours after his dangerous symptoms were de- 
veloped this patient seemed to be dying. Yet, the crisis 
once over, he quickly rallied, and in the course of two days 
was almost as well as if nothing unusual had occurred. He 
was a man of splendid courage and steadiness, and until his 
mind became clouded he took a kind of objective interest in 
his own case, watching everything that was done, and saying 
that he knew he was perhaps going to die, but that he 
would not do so if he could help it. This state of mind no 
doubt conduced very largely to his recovery. 

Another case may be briefly related. A woman, attended 
in her confinement in the Extern Midwifery Department, 
suffered severe hemorrhage from retained placenta, after 
giving birth to twins. She became severely collapsed and 
extremely pale, and so restless that she was with difficulty 
kept in bed. No radial pulse could be felt, and the 
heart-sounds were faint and confused, and too rapid 
to be counted. The patient’s face was covered with a cold 
clammy sweat. She had external strabismus, rambled in 
her talk, and, although it was broad daylight, complained 
that the room was dark. The flooding having been stopped, 
the foot of the bed was raised, her limbs were firmly band- 
aged, hot water bottles were applied, brandy, milk, and 
hot water were given by the mouth, and ether was injected 
subcutaneously. Two hours later, however, there was no 
improvement, and the patient seemed—the notes state— 
in articulo mortis. ‘Two and a half pints of saline solution 
were now injected into the right cephalic vein by Mr. Meakin. 


| The patient did not appear to feel the wound, and the 


tissues divided were pale and bloodless. Before the in- 
fusion was completed improvement was observed, the 
restlessness ceased, colour and warmth of the surface re- 
turned, the squint disappeared, the pulse in the radials re- 
turned, and the patient said she could see plainly, and that 
she felt much better. Later, strychnia was injected sub- 
cutaneously, and two pints of saline solution were intro- 
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duced into the rectum. ‘The improvement was maintained, 
and the patient ultimately completely recovered. 

No reasonable doubt can be entertained that the life of 
both these patients was saved by the introduction of the 
saline solution ; and such cases are steadily becoming more 
numerous in practice at the present day. 

Nor will the service which the saline solution renders be 
limited to civil practice. In military surgery, where cases 
requiring it are numerous, a method so free from elaborate 


detail, and for which the materials are so readily available, 


may be expected to be freely employed. 

Several cases in civil practice have, indeed, already 
occurred which indicate that in many instances in which 
soldiers in the field have met with injuries requiring ampu- 
tation or some other operative interference, preliminary 
infusion will be resorted to with highly beneficial effects. 

In cases of less gravity, or where infusion cannot at once 
be employed, a pint of the saline solution to which an ounce 
of brandy has been added should be introduced into the 
rectum. In some cases the saline solution has been in- 
jected into the subcutaneous tissue of the thoracic wall or 
some other part ; while some authorities recommend that in 
abdominal operations one or two pints of the solution at a 
temperature of 104° should, just before the wound is closed, 
be injected into the cavity of the peritoneum. Whatever 
the method employed, there seems good reason to hope 
that the introduction of saline solution into the systemic 
circulation will, by exercising a beneficial effect upon the 
blood-pressure, afford excellent results. 








Perforating Gastric Weer. 
A Paper read before the Abernethian Society on 
November 11th, 1897, 
By R. DE S. STAWELL, B.A., M.B., B.C. 


Part II. 


<4 ZAGNOSIS OF PERFORATION.—Successful treatment, 

it is now almost unnecessary to say, depends primarily 

on early diagnosis. In a typical case, where an ulcer 

on the anterior wall perforates directly into the general 

peritoneal cavity, this does not present any great difficulty. 

With a history of sudden agonising pain in the epigastrium, 
perhaps occurring shortly after an indigestible meal, followed by 
marked collapse, vomiting, a rigid, motionless abdomen and con- 
tracted left rectus, extreme epigastric tenderness, disappearance of 
liver dulness, and shallow respiration restricted to the thorax, with 
such a train of signs and symptoms occurring in an anemic patient 
who has been suffering from pain and vomiting after food, with con- 
stipation, few surgeons would hesitate to open the abdomen. But 
unfortunately any one or more of these may be absent, and the cases 
are by no means always so straightforward as the following interest- 
ing one, conducted to a successful termination by Mr. Barker,* will 
show :—A woman aged twenty four, with no gastric symptoms except 
some trifling dyspepsia, came under his care with this history. A 
truss, which she usually wore satisfactorily, retained an inguinal 
hernia from which she was suffering, but on taking the truss off one 
night the hernia came down. She reduced it herself, and soon after- 


* Lancet, 1896, vol. ii, p. 1583. 
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wards was seized with a violent pain in the right inguinal region. 
When seen, although in pain, she was not collapsed, she had not 
vomited, nor was there any abdominal distension. Morphia was 
given and belladonna fomentations applied. A few hours later she 
was still in pain, her temperature had risen to 101°8’, and the 
abdomen was tender and tympanitic. A provisional diagnosis of 
reduction ex masse or appendicitis was made, and operation decided 
on. Eighteen hours after the onset of the pain an incision over the 
inguinal ring was made, but nothing was to be seen in that region. 
Thrusting a sponge on a holder up towards the liver there came a 
rush of gas and fluid; it was now noticed that the liver dulness was 
absent. A second five-inch incision was made above the umbilicus, a 
perforation found in the anterior wall of the stomach, and sutured, 
the patient recovering. The operation lasted two hours. 

In contrast to this case may be cited another reported by Dr. 
Alexis Thomson.* The patient was a woman aged twenty-seven, who 
for nine years had suffered from gastric complaints, with pain and 
vomiting, occasionally of ‘ coffee-grouts’’ material, after meals. 
At 7 p.m. she was suddenly attacked by severe pain above the 
umbilicus, with alarming faintness, cramp, and powerlessness to move 
her limbs. She fe/¢ sick, but could not vomit. At 10.30 (three and 
a half hours later) she was indifferent to everything but the abdominal 
pain; there was marked epigastric tenderness a little above and to 
the right of the umbilicus; the abdominal wall was retracted and did 
not move on respiration, the muscles being hard and board-like. 
The liver dulness was diminished to one inch and a half in the right 
mammary line. Her pulse was uncountable. The diagnosis was 
thought clear, and operation determined on. At 1.30 pain and 
tenderness had subsided to a considerable extent ; this was considered 
the reaction period, and the operation commenced. The peritoneum 
was found perfectly normal, and on the anterior surface of the 
stomach was a firm, pale, scarred area, the serous coat being adherent 
over it, but retaining its normal lustre. The abdomen was at once 
closed, and the patient made an excellent recovery. 

When cases like the above are read, occurring as they did in the 
practice of surgeons experienced in this particular subject, and 
bearing in mind the importance of early recognition, the urgent need 
of some diagnostic sign is felt. The presence of free gas in the 
peritoneal cavity would be such if it could be demonstrated, and it 
was once thought that this might be done by the absence of the 
liver dulness. Unfortunately, as every one now is aware, this may 
be obliterated by intestinal tympanites alone, or diminished by dis- 
tension, probably of nervous origin, as in the preceding case. On 
the other hand, the gas escaped from the viscus may be too small in 
volume, or be imprisoned by adhesions, or, as Dr. Gee points out, 
the liver may be adherent to the parietes ; in these cases dulness would 
persist. Nevertheless complete absence of the liver dulness would be 
a very valuable sign if it could be detected soon after symptoms of 
perforation; and the question naturally occurs to one, is there no 
ready means of introducing gas into the stomach in cases where per- 
foration is suspected, and observing if the liver dulness is altered ? 
The idea is not a new one. Senn long ago advocated intestinal 
inflation by hydrogen; Mr. Walsham has demonstrated a rupture of 
the bladder with success in a similar manner; and I find that Dr. 
Hale White remarked last year that passing gas into the stomach 
would probably be of use in diagnosis. Senn’s plan, I think, is 
inapplicable to gastric perforation, entailing apparatus which could 
not be procured in time to be of any use, and, so far as I know, no 
other practical plan has been suggested. Some simple method, 
readily and quickly applied, and harmless to the patient, appears to 
be needed, and I would point out the apparent suitability for 
this purpose of a process with which we are all familiar, the method 
of inflating the organ with tartaric acid and bicarbonate of sodium. 
The gas generated by small quantities (one drachm) of these sub- 
stances, which are always readily procurable, quickly enables the 
outline of a dilated stomach to be observed, and it appears probable 
that in the event of a perforation being present the escaping gas 
would cause obliteration of the liver dulness, previously noted to be 
present, in afew minutes. It is possible that after some time the 
gas passing into the intestines might so distend them as to bring 
about diminution of the dull area, but this would not occur till later, 
while the distended coils and vermicular movements would probably 
be evident. The obvious objections to such a method are—(1) the 
danger of rupturing an ulcer which has not perforated, (2) breaking 
down protective adhesions round the aperture, (3) inducing increased 
extravasation of gastric contents, (4) disseminating matter already 
escaped, (5) bringing on vomiting. 

(1) As regards the first point, it seems that any person who was 
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suffering from an ulcer which could give rise to symptoms suggestive 
of perforation, and whose base was so thin as to be ruptured by 
gentle gaseous distension, would be already in a very dangerous 
condition, especially as probably the ulcer had either resisted treat- 
ment or else run an acute course. As the test should ONLY be 
applied with a view to immediate operation, even in the event of 
rupture prompt measures could be taken to meet the contingency. 
It may here be mentioned that Billroth and other surgeons of 
eminence have advocated prophylactic excision of a// ulcers whose 
presence can be diagnosed with certainty, recognising the danger of 
unexpected perforation or hemorrhage. 

(2) The experience of surgeons and observations in the post- 
mortem room go to show that it is uncommon to find early adhesions 
after perforation in the neighbourhood of the aperture, and that 
when they do occur they seldom limit the mischief. Cases such 
as Watson Cheyne’s* show the danger of trusting to nature's 
methods in this affection, which here presents a marked contrast 
to appendicitis, owing, I suppose, to the greater mobility of the 
stomach. 

(3) It has been shown that perforation usually occurs on the 
anterior wall. Therefore, as the patient should in any case be kept 
at rest in the recumbent attitude, little danger from increased ex- 
travasation is to be anticipated. In any case the expelled matter 
would quickly be removed by operation before much harm had been 
done. It might be advisable to carefully wash the stomach out first. 

(4) I do not think the escape of a gentle stream of gas would 
cause any wide dissemination of the poisonous material. If the 
method were to prove of any value, this danger might well be 
neglected for the sake of assuring the diagnosis. 

(5) This can only be decided by experience; it does not seem 
that any great harm would be done in the event of its supervening. 
In cases of persistent vomiting it might be difficult to keep a 
sufficiency of the mixture in the stomach, and recourse to the more 
formidable procedure of introducing air through a stomach-tube 
might be deemed advisable. In Mr. Walsham’s case, after intro- 
duction of air into the peritoneal cavity through the ruptured 
bladder, the patient fell into a state resembling collapse, and it is 
possible a similar condition might be induced in gastric cases; this 
could only be decided by experience. 

In cases of perforation into the lesser’sac, and where the foramen 
of Winslow is closed, of course the liver dulness might persist. In 
this case increase of the tympanitic area and displacement of the 
apex-beat would be looked for. In those rare instances where the 
liver might be everywhere adherent to the parietes, and no change of 
posture allowed a resonant note to be elicited, if no information 
could be derived from investigation of the splenic dulness, the 
surgeon would have to fall back on the present system of diagnosis. 

Should this method prove of any value it would mean an enormous 
gain to physician and patient, whose sufferings could be, without 
hesitation, relieved by morphia, which many surgeons now withhold 
until the diagnosis is complete, on the usual grounds that it masks 
important symptoms, and imparts a false sense of security. In cases 
where any doubt remained, a small exploratory incision through the 
abdominal wall would reveal the presence of free non-offensive gas, 
an absolutely diagnostic sign; and the reaction of the fluid in the 
peritoneal sac might be tested, as has been suggested by Sidney 
Martin. Detection of hydrochloric acid would be of great import- 
ance as indicating escape of gastric contents, and it is well known 
that an acute gastric ulcer is usually associated with organic hyper- 
acidity. 

Haslam, in his helpful article on this affection,+ shows well the 
difficult position in which a practitioner may be placed. Called 
in to a case which he suspects to be one of gastric perforation, in the 
absence of any pathognomonic sign he hesitates to incur the risk, 
both to the patient and himself, of a major operation. The friends, 
misled by the absence of any grave premonitory symptoms, think 
the case merely one of bad ‘‘stomach-ache,” and will not believe 
that a dangerous operation is necessary. In his perplexity he is 
tempted to adopt the plan, too often fatal, of giving morphia, and 
waiting. In this way,asarule, by the time the diagnosis is made 
certain, so also is the fatal termination of the case. 

The previous history is a very important point, and should be 
carefully inquired into, for we have seen that a large proportion of 
the cases have suffered in some way just before the attack. 

The time and nature of the last meal, and how the patient was 
occupied when the pain came on, may also prove useful guides to 
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the diagnosis. The locality of the pain and the physical signs of 
the abdomen and chest have been already touched on. 

And here I would venture to urge that in cases of acute abdominal 
affections in males the possibility of ruptured gastric or duodenal 
ulcer be always borne in mind. The St. Bart.’s figures show that 
during the past twenty-eight years the deaths from gastric perfora- 
tion alone have been in nearly equal proportion (8 to g) in males and 
females, but a greater number have actually been met with in men. 
When one adds to this perforated duodenal ulcers, the proportion 
is considerably greater in the men; while the usual situation renders 
the perforations especially suitable for operative treatment. Figures 
derived from comparatively small numbers of cases are always apt 
to be misleading ; nevertheless, on comparing the list of published 
cases of operation where the women predominate in the proportion 
of 7 to 1, one cannot help feeling that many cases of perforation in 
males are, in all probability, not looked for and not diagnosed. 
Two cases occurred in this hospital where the abdomen was actually 
opened, in patients aged twenty-five and fifty-five respectively, but 
the appendix being normal, and no cause of obstruction found, the 
wound was closed without an examination of the stomach being 
made. At the autopsies easily accessible gastric perforations were 
discovered. In another, with a well-marked history, a little pus was 
evacuated, but the cause was not demonstrated till post mortem. 

Differential diagnosis.— The affection must be distinguished 
chiefly from acute intestinal obstruction, strangulated hernia, ap- 
pendicitis ; hepatic, renal, and intestinal colic ; the pelvic affections 
of women, hemorrhage into the peritoneum, perforation of other 
viscera, and gastric crises. Professor Clifford Allbutt has drawn 
attention to the alarming symptoms of collapse, with ashen cold 
face and blue nails, consequent upon the intenser attacks of gastro- 
enteralgia.* Rectal and vaginal examinations must be made, and 
the differential diagnosis conducted on ordinary surgical lines. 
Barling + lays stress on the ability of the bowels to act, as an assist- 
ance in diagnosis. 

Operation.—If perforation has been diagnosed the question arises, 
shall an immediate operation be undertaken? There are able surgeons 
who believe that it is right under certain conditions to delay active 
measures, hoping that by keeping the patient absolutely at rest the 
mischief may remain localised, and the resulting abscess subsequently 
opened and drained, when the patient may be in a better condition. 
From a study of the reported cases and post-mortem records I would 
say that (provided, of course, the patient is not so collapsed that opera- 
tion per se would be fatal) such delay could only be justifiable if, firstly, 
the perforation occurred a considerable time after a meal, and that a 
very light one; and secondly, the patient has remained absolutely at 
rest after the rupture. Such a happy combination of circumstances 
occurred last year in a case which gave Mr. Marsh the honour of 
being the first surgeon at St. Bart.’s to successfully suture a perfo- 
rated gastric ulcer. These are the notes of the case, kindly given to 
me by Mr. Berry. The patient was a girl zt. 21. At 5.30 p.m., 
three hours after eating some cake, she was suddenly attacked by a 
violent pain in the abdomen, followed by retching and vomiting, 
with complete constipation, both symptoms continuing till admission. 
She immediately went to bed, and remained lying down until the 
evening of the second day (forty-eight hours), when she was brought 
to the hospital. She was then collapsed and looked very ill, the 
abdomen was distended and tender. Perforation was diagnosed, 
and the abdomen immediately opened, fifty hours after the first onset 
of the symptoms. After some research asmall perforation was found 
on the anterior surface near the cesophageal end of the lesser curva- 
ture. There wasa little lymph in the immediate neighbourhood of the 
perforation, and a little on the colon; there was also a very little 
blood-stained fluid in the peritoneal cavity. The perforation was 
closed with four silk Lembert’s sutures. The immediate neighbour- 
hood was washed with sterilised water, the rest of the abdomen not 
touched. No drain wasused. A good recovery, and patient left the 
hospital thirty-five days afterwards. She was seen six months later, 
when she was in good health. 

There are several points in this interesting case which combine to 
make it unusual, besides the fact that it is one of the few cases on 
record of successful suture after a lapse of twenty-four hours, the 
mortality of published operations alone being 87 per cent. after that 
time. In the first place, the time which had elapsed after the ingestion 
of food was longer than is common, though we have seen that perfo- 
ration may occur at any time. The last meal was at 2.30; she then 
had only some cake, which was probably all the food she had since 
breakfast, so that in three hours, when the perforation took place, the 
stomach was, in all likelihood, empty. Now the situation of the 
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ulcer, on the anterior surface near the cesophageal end of the lesser 
curvature, is almost an ideal place for a perforation, surgically access- 
ible, and yet both in the erect and recumbent position affording 
little opportunity for gastric extravasation. Then the patient did the 
best thing she could have done — she went to bedand remained there. 
It is interesting to note that even under these most favorable circum- 
stances no real adhesions were formed; only a little lymph was 
found at the “autopsy iz vivo,’ as Mr. Bennett says. 

Unfortunately the position of an ulcer cannot be diagnosed; 
during those two days the poisonous contents of the stomach might 
have been leaking out and infecting the peritoneum, gravitating to 
the recesses behind the liver and spleen, and probably extending to 
the pelvis. Adhesions might have formed in such a case, but 
instead of limiting the extravasation they would, in Mr. Jacobson’s 
words, tend to “conceal the ulcer, mat viscera together, and so form 
culture pools for bacteria, and hamper attempts at cleansing the 
peritoneum.” In the exceptional instances in which a local abscess 
might result, it would be in a position most difficult to drain satis- 
factorily. 

It has been calculated that every hour of delay adds 5 per cent. to 
the risk. Weir has found that of the published cases of operation 
the mortality under twelve hours is 39 per cent., under twenty-four 
76 per cent., and above that limit 87 per cent. This is deduced 
from the failures which have been reported alone; how many deaths 
after that time have probably never been recorded, the diagnosis 
having been made too late! If, then, an expectant course be 
adopted, it must be with a full knowledge of its dangers. 

The time to operate.—lf, as will usually be the case, laparotomy is 
decided upon, the next point to determine is the most favorable 
time for operative interference. Most surgeons hope for a reaction 
period, manifested, as I have already mentioned, two or three hours 
after perforation, and employ any spare time there may be in making 
the necessary preparations. Some, however, doubt the existence of 
this favorable phase, and many cases appear to go steadily from 
bad to worse; in these, waiting simply means the loss of valuable 
time. Alexis Thomson, who has recorded several successful cases, 
advises immediate operation in all cases, finding that the anesthetic 
diminishes the shock, and the patient’s vitality is improved by the 
operation. Though probably many will disagree with this opinion, 
one must remember that intensely irritating and septic material is, 
in all probability, lying in contact with the peritoneum near the 
great nerve plexuses, and the sooner it can be removed the better. 
On the whole, it would seem the best plan to operate, if possible, not 
later than two or three hours after perforation—and this generally 
means at once, —even if no reaction is evident. 

Preparation of patient.—Every care must be taken to guard 
against shock as far as possible. A nutrient and stimulating enema 
should be given, and the patient kept warm, a hot-water bed being 
used, and hot bottles and flannels applied to the extremities. 
Mr. Barker swathes the patient from head to foot in warm cotton 
wool, 

The operation itself may be considered in separate steps. 

Incision.—This should be, of course, above the umbilicus, and 
various situations have been suggested. Incisions in the middle 
line, about one inch to the left, diagonally between the linea alba 
and linea semilunaris, and through the latter structure, have all been 
advocated. The median incision made slightly to the left to avoid 
the falciform ligament, as Mr. Lockwood suggests, is probably the 
best on the whole, certainly in male subjects, where the perforation 
is most likely to be near the pylorus, either in the stomach or duo- 
denum. A five-inch incision is generally needed, and should be 
made at once; in the case of women the wound will often require 
enlarging by a transverse cut through the left rectus, almost to the 
costal margin. This method of procedure appears to give access to 
the whole of the organ. As soon as the peritoneal cavity has been 
opened, free gas and often gastric contents are observed. 

Search for the perforation. —If but slight extravasation is observed, 
Mr. Jacobson advises shutting off the rest of the abdomen with 
tampons or sponges before disturbing the stomach. The anterior 
surface and lesser curvature should then be carefully explored, the 
stomach be drawn down, and the liver held up; if nothing is found, 
the gastro-hepatic omentum should be gently torn through, and the 
posterior surface examined. The finger will generally reveal the 
perforation itself or some surrounding thickening, though in many 
cases it has been found difficult to locate the aperture. If such 
search be negative, sterilised water may be poured round, and the 
organ treated as a bicycle tyre, when on pressure the escaping 
bubbles may indicate the position of the puncture. As a last 
resource, milk or other fluids may be injected by a stomach-tube. 

When the hole is found, some recommend emptying the stomach, 
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and if this can be done by squeezing, it is probably advantageous. 
It does not appear to be advisable, however, to spend much time in 
washing the stomach out, either through the perforation or by the 
mouth, as vomiting does not seem to be thus prevented, and the 
operation is therefore unnecessarily lengthened. It would probably 
be better, I think, to follow Weir’s advice and postpone lavage till 
the sutures are in position, when, if the condition of the patient 
admits, the stomach may be irrigated, and the efficient closure of 
the aperture tested at the same time. If it be found necessary at 
any time to bring the organ out of the wound, it must be kept 
carefully covered with warm aseptic sponges in the ordinary way. 

Closing the perforation—The experience of surgeons seems to be 
strongly against excising the ulcer. It delays the operation, and 
may cause troublesome hzemorrhage, while as far as one can see it 
is unnecessary for the satisfactory recovery of the patient. 

If much thickening surrounds the ulcer, and the stomach walls are 
friable, or cannot be invaginated so as to occlude the aperture, the 
surgeon may either use an omental plug as Bennett did; pass a 
tightly fitting drainage-tube into the hole, and plug it round with 
gauze, as Maurice of Reading recommends; or follow Paul’s method 
of gastrostomy with his special glass tube, all of which devices have 
proved successful, or the stomach may be stitched to the parietal 
wound, 

In the majority of instances the aperture can be readily and securely 
closed by a few Lembert’s sutures, passed into healthy tissue wide of 
the perforation, so as to invaginate the margins of the aperture, a 
double row being inserted if necessary. In onlya very small propor- 
tion of the fatal cases does death appear to have been due to sub- 
sequent leakage, and I have found but one in which post mortem the 
stitches were shown to have given way. 

Where there is plenty of room on the wall of the stomach the 
direction of the invagination for suture does not appear to be 
material, but when the pylorus is approached the danger of producing 
subsequent stenosis must be carefully borne in mind. To avoid this 
Thomson advises that the edges to be approximated should be folded 
in at right angles to the long axis of the lumen of the part, so as 
not to diminish the circumference of the canal. This method, though 
probably useful, does not appear free from objections, for besides 
causing a crescentic ridge to project internally, there must be some 
tendency to produce kinking of the gut, which would further diminish 
its calibre. 

As regards the accessibility of the perforation, it appears nearly 
always to be within reach of surgical measures. In Weir’s list in 
only 8 per cent. was the aperture not closed, and in several instances 
this was stated to be due to the condition of the patient. 

Cleansing the peritoneum.—This is probably the most important 
part, practically, of the whole operation. Mr. Pearce Gould, in his 
able introduction to a discussion on perforations before the British 
Medical Association,* said that hitherto too much attention had been 
devoted to closing the perforation, and too little to cleansing the 
peritoneum, comparing it to locking the stable door after the steed 
had gone, and I think one has only to look over the records of the 
operation cases to feel that he was right. 

There seems to be some dispute as to whether sponging or irriga- 
tion is the better procedure. The advocates of the former method 
say that by this means solid material is more easily and quickly 
removed, the peritoneum being little damaged, and left in a better 
state to contend with such germs as must inevitably be left behind; 
while no risk is run of dissemination of septic material in parts as 
yet uninfected. 

For irrigation it is claimed that when properly carried out the 
stream of fluid, easily directed into every part of the abdomen, 
quickly sweeps the septic matter away; it is said more damage is 
done to the peritoneum by the friction of the sponges than by the 
contact of a warm non-irritant fluid, such as should always be used ; 
while collapse is stated to be lessened, and the patient’s condition 
materially improved by the process. Certainly in several instances 
the pulse has been observed to improve, and vessels previously 
unnoticed have begun to bleed. 

The position of the stomach renders wide-spread infection of the 
peritoneum probable in cases of perforation, for the extravasated 
gastric contents tend to gravitate towards the pelvis, any movement 
of the patient assisting the dissemination ; while it appears unusual 
for adhesions to be effectual in limiting the process. Nevertheless 
it is unlikely that the whole peritoneal surface would be affected 
within a few hours of rupture, so that every care should be taken not 
to increase the area for septic absorption, as irrigation, if carried out 
by itself, appears almost certain to do. 
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Probably the best results are to be obtained from a combination 
of the two methods, as much material as possible being carefully 
sponged away, especially round the corners of the liver, as Mr. Lock- 
wood advises; free flushing with sterilised water or normal salt 
solution, at 105° —110° F., being subsequently carried out, according 
to some systematic method, and using Mr. Morse’s return-tube 
irrigating nozzle. The peritoneum may then be rapidly sponged 

ry. 

cases where the extravasation is certainly limited such thorough 
measures need not be employed. 

In certain cases a curious embarrassment of respiration has been 
noticed when the irrigation stream happened to be directed near 
the diaphragm, and in others spasmodic cough has been recorded. 

Drainage.—This is another important question, about which there 
has been much discussion, and both successful and fatal cases can be 
cited on either side. No hard and fast rule can, I think, be laid 
down, and the operator must be guided in each case by general 
surgical principles. The post-mortem records of several cases where 
the fatal peritonitis was limited practically to the pelvis point to the 
advisability of placing a Keith’s tube, introduced through a small 
incision above the pubes, in Douglas’s pouch; and in cases where 
doubt is felt about the effectual closure of the perforation, or where 
there is any danger of septic matter lurking near the liver, a tube 
may be left in the main incision. 

Any fluid collecting in these should be removed at intervals with a 
pipette. Mr. Barker has used successfully gauze drainage strips. 

In two instances a drainage-tube has been passed through the loin 
near the kidney, and the patients have made good recoveries. 

After-treatment.—This is conducted for the main part on the same 
lines as any abdominal case. The chief point of interest appears to 
be at what time it is advisable to commence feeding by the mouth. 
Most surgeons withhold everything except a little ice (pace Mr. 
Lawson Tait) or water, for one or two days at least, relying entirely 
on nutrient enemata, which are then gradually discontinued. Mr. 
Dent, of St. George’s, assuming that “ physiological rest’’ is what is 
aimed at, states that if there was much exhaustion he would not 
hesitate to give food by the mouth at once. “ Physiological rest,” 
he says, “‘is not so complete when all food is withheld as when 
small quantities of easily absorbable materials are given 
Physiological rest is best secured when the natural functions of the 
intestines are being discharged as nearly as may be in the normal 
manner.” This is probably true, but I think the physiological action 
of the stomach may be regarded broadly as divisible into secreting, 
and peristaltic or mechanical, and surely it is the latter which should 
be in abeyance to ensure the firm adhesion of the opposed surfaces. 
This, I take it, is the object of those surgeons—and thev represent 
the majority—who do not give food fer vias naturales for some time 
after suture. Although M. Lucas-Championniére advocates early 
massage in cases of fracture, would Mr. Dent advise a man with a 
broken femur to walk about gently during the first few days, in order 
that by discharging its natural functions as nearly as may be physio- 
logical rest for the limb might best be secured ? 

The use of opium is another point upon which different authorities 
join issue, and I can only say that it appears to be the custom to give 
small quantities for a short time, at any rate, after the operation. 

Attention should of course be paid to the state of the bowels, 
especially as there is often a marked tendency to constipation. The 
large intestine should be cleared a day or so after the operation by 
an enema, though the administration of Carlsbad salts per orem, both 
as an aperient and antacid, has been recommended. 

Progress after operation.—The subsequent history of these cases 
will be watched with much interest. At present hardly time enough 
has elapsed to enable us to judge how far the gastric trouble of these 
patients is modified, but certainly in many of the successful cases the 
patients, free from any symptoms, have increased in weight and 
strength to a surprising extent. It appears, probable that the com- 
plete rest and reduced and appropriate diet insisted on during con- 
valescence rapidly promotes cicatrisation of the ulcer, though two 
cases at least that have been reported had recurrent attacks of 
pain and dyspepsia within a few months of the operation. This 
might be advocated as a plea for excision of the ulcer as a means 
of radical cure, and time alone can show what is the best treatment. 

Treatment other than operative.—From the foregoing considera- 
tions it will be seen that in any case where operative interference is 
impossible, or deemed inexpedient, the only chance for the patient con- 
sists in his being kept at absolute rest in the recumbent posture, and 
being on no account whatever allowed to get up. The patient should 
not be moved, if possible, from the place where the perforation 
occurred, Nothing at all must be given by mouth for days. Inthese 
instances morphia can be freely given at first ; the subsequent treat- 





ment must depend on the nature of the almost inevitable complica- 
tions, which are dealt with in the various works on surgery. 

Records of operations.—Last year Weir, in the New York Medical 
News, collected the published cases of laparotomy for perforated 
gastric ulcer, the list containing twenty-six recoveries. I have been 
able since then to find records of nineteen other successful gastric 
cases, and two duodenal, from British publications alone. 

It 1s now only five years ago since Kriege published the first 
successful case of laparotomy for perforated gastric ulcer, so that the 
operation may be considered still in its infancy, but even now the 
swelling roll of successes seem to predict for it a great future. 

In conclusion, my excuse for bringing forward so many post-mortem 
statistics —which are apt to be tedious—must be the importance of 
the subject. In Brinton’s words, “nothing short of a large number 
of autopsies can afford any valid basis for our conclusions”’ * on this 
matter; and it is a matter which should concern every one of us. 
The competent general practitioner must be thoroughly conversant 
with the signs and symptoms of perforation, for in the vast majority 
of cases it is he who first sees the case, and upon the promptitude of 
his action depends the life of his patient. Recognising that delay 
and movement of the sufferer are the two factors which militate 
most strongly against the chances of recovery, if the help of an 
experienced surgeon cannot speedily be obtained, he must be 
prepared to operate himself; the indication for surgical interference 
is probably not less imperative than in a case of strangulated hernia. 

Few would now, as Weir says, endorse Leube’s opinion— expressed 
not so many years ago — that “ when perforation occurs, that disastrous 
event in the course of gastric ulcer, the only treatment in most cases 
is to induce euthanasia.” Mr. Knowsley Thornton has lately warned 
surgeons, now that sepsis can be avoided, against too readily opening 
the abdomen, drawing a vivid picture of the subsequent misery that 
may be caused by adhesions, traumatic herniz, and the like; and 
there are not wanting those who predict the advent of a time when 
the present period will be referred to, not altogether with admiration, 
as the “surgical age.’ Even should this be verified, and measures 
which are now considered justifiable discarded, yet must the operation 
for perforating ulcer of the stomach and duodenum remain aS*one 
of the most striking results of the development of abdominal 
surgery: 

TABLE I. 


SHow1nG SITE OF 130 GAsTRIC AND DUODENAL ULCERS. 
(From the St. Bartholomew’s Hospital Post-mortem Records.) 
Pyloric Third Middle Cardiac 
Duodenum. of Stomach. Third. Third. 
Males ‘ 22 pes 39 eet 12 i 7 
Females. 5 ats 6 aes 26 ace 13 


TABLE 2. 
SHowInG AGE INCIDENCE IN 50 CASES OF PERFORATION. 


AGE. MALES. FEMALES. 
By Decades. Duodenal. Gastric. Duodenal. Gastric. 
15—24 . ; 3 aa I ; _ 
25—34 4 a I ; — 
35-44 . ‘ 2 a : — 
45-54 . E 2 so 6 * 2 
55—65 . : I 58 6 — oe 
There was one case of duodenal perforation in a boy aged 13. 








Hote on the Treatment of Small Psoas 
Abseesses. 


By E. W. GurRNEY MAsTERMAN, F.R.C.S., 
Damascus. 


MID the many discussions at the present time on 

the treatment of psoas abscess, there is one old- 

3} fashioned one which seems more and more to be 
thrust into the background ; I refer to that by simple aseptic 
aspiration, repeated if necessary several times. In looking 


* On Ulcer of the Stomach, 1857. 
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through the text-books in my possession I find only Holmes’ 
System in any way recommending it. ‘The text-books of 
Erichsen, Ashby and Wright, and Owen say nothing in its 
favour. ‘Treves (Surgical Manua/) does not even mention 
it; Walsham speaks of aspiration favourably, but then his 
remarks are not confined to this class of abscess, but to 
chronic abscess in general. The latest discussion on the 
subject in the Practitioner for January, 1898, p. 78, and at 
the Abernethian Society (as reported in the Hospital 
JouRNAL, January, 1898) contain no reference to any but 
what I may call heroic measures. Now I have recently had 
two successful cases which have led me to wonder whether 
my experience is unique, which is improbable, or whether 
hospital surgeons who take the lead in the literature of the 
subject have to deal chiefly with the severer forms of the 
disease, and therefore consider such radical measures 
as those proposed usually necessary. ‘That such measures 
are necessary for the worst cases of course we all know. My 
two cases are as follows: 

Case 1.—S. S—, a delicate boy of 8, came to me 
December 2nd, 1895, with lumbar caries. ‘There were the 
characteristic symptoms, and over the upper lumbar spines 
there was slight deformity. At this time there was an in- 
definite fulness in the right inguinal region, leading to the 
suspicion of a commencing psoas abscess. He was ordered 
to rest entirely in bed, but followed directions very im- 
perfectly. In the middle of March, 1896, he was found to 
have a fluctuating tumour in the right inguinal region. ‘lhe 
pus was evidently deep ; there was no redness. I aspirated 
him with an aseptic aspirating needle, and six ounces of 
thick creamy pus were let out. He was kept more or less 
in bed, but probably was always up directly his mother's 
back was turned. The pus re-accumulated, and on April 
16th the abscess was again tapped, and another six ounces 
of thinner pus was let out. On May 22nd he was again 
tapped, and about four ounces of sero-purulent fluid were let 
out. I attended him until the middle of June of that year, 
but there being no re-accumulation he got up and returned 
to school. I have repeatedly seen him since, and up to the 
present time (February, 1898) there has been no re-accumu- 
lation ; and further, all the symptoms in his back have gone. 
He goes to school, and joins the other boys in all their 
games. 

CasE 2.—I—, eet. 14, came to me March 3rd, 1897, with 
a psoas abscess presenting below Poupart’s ligament. 
Fluctuation between the tumour above and that below the 
ligament was easily obtainable. There was considerable 
pain in the back, and slight projection of two spines at the 
junction of dorsal and lumbar vertebrae. Encouraged by 
Case 1, I thought I could try the same treatment ; accord- 
ingly that day I tapped him, and about ten ounces of thick 
puswere let out. He remained lying in bed, but on March 16th 
the abscess was found to have recurred. I aspirated as 
before, but 20 pus came ; accordingly on March 2oth I came 





prepared to open the abscess, but finding the contents 
appeared to be more fluid than on the 16th inst., I inserted 
the aspirating needle and drew off ten ounces of sero-pus. 
After apparently emptying the sac I applied a pad to the 
situation, and bandaged tightly. For the next month or so 
the boy kept quietly in bed, but during my temporary 
absence from my work he got up, and soon after returned to 
work. About three months ago I sent for him and carefully 
examined him. The abscess has entirely disappeared, and 
his back no longer pains him. Up to the present time— 
eleven months since the last aspiration—he has remained 
quite well. 

Both these cases were treated with cod-liver oil and 
‘chemical food” while under my care. 

To those who have experienced, as I have, the extreme 
difficulty of satisfactorily treating an ofened psoas abscess 
among the poor in their homes, and the constant misery 
of a discharging sinus, any alternative to an open wound 
must be welcome; and I would suggest that for all cases 
where the abscess is moderate in size, unilateral, and still 
fairly deep, aspiration may with advantage be tried at least 
three or four times. Rest to the diseased back, and the 
administration of nutritives and tonics, should of course 
accompany the treatment. Strict attention to asepsis by 
preliminary thorough cleansing of the skin with soap and 
water and antiseptics, and of the needle in a spirit lamp, is 
of course an essential to success. For such cases as these I 
would prefer simple aspiration to any form of fapping 
followed by irrigation or injection of iodoform emulsion, 
although I should myself try this last before opening. For 
cases not cured this way such a treatment as described by 
Mr. Wallis (this JouRNAL, vol. v, p. 58) seems far pre- 
ferable to simple inguinal incision. 








Hotes. 


Sir Tuomas SmirTH has been elected Consulting Surgeon 
and a Governor of the Hospital ; Mr. Walsham has been 
appointed Surgeon, and the date for the election of an 
Assistant Surgeon has been fixed for Thursday, April 28th. 

* * * 

THE polling in case of a contested election, as antici- 
pated, will take place after the meeting of the Court of 
Governors to be held at 11 o’clock. Voting by ballot goes 
on until 3 o’clock, when the poll is closed, and the votes 
are counted at once by the treasurer and two scrutineers. 

* * * 

THE alterations in the allotment of the wards following the 
change on the Staff have been but slight ; Mr. Langton has 
exchanged Kenton for Henry, and Mr. Walsham’s wards 
are Kenton, Lawrence, and half of Harley. 

* * * 
Mr. WALSHAM’s operating days will be Tuesday in the 
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Old Theatre at 1.30, and Friday in the New Theatre at 2.30. 
Mr. Willett has changed his operating day from Tuesday to 
Wednesday. 


+ - * 

Tue following rearrangements of the times for the 
Surgical Out-patient and special departments took effect 
on April rst: 

Mr. Cripps, Tuesdays and Fridays at 1.30. 

Mr. Bruce Clarke, Mondays and Thursdays at 1.30. 

Mr. Bowlby, Wednesday at 1.30, and Saturdays at 9. 

Orthopedic Department.—Mr. Bruce Clarke, Tuesdays 
at 1.30. 

Throat Department.—Mr. Bowlby, Mondays and Thurs- 


days at 2. 
* * * 


WE understand that in all probability Dr. Shore will 
resign his post of Warden of the College and Secretary to 
the School Committee at the close of the Summer Session. 
This, of course, does not mean that Dr. Shore severs his 
connection with the School, where he will still hold the post 
of Lecturer on Comparative Anatomy and Biology. 

* * ¥* 

APOLOGIES are due to the successful candidate from 
Bart.’s at the last examination for the Army Medical Service 
—Mr. C. W. Mainprise. His name should have appeared 
in our last issue, but was omitted by some oversight. 

* * * 

Dr. CuurcH and Sir Dyce Duckworth have become 
Consulting Physicians, and Sir Thomas Smith Consulting 
Surgeon to the Royal General Dispensary, Bartholomew 
Close. 


* * * 

Dr. Horton-SmitH has been appointed Assistant 
Demonstrator of Materia Medica and Practical Pharmacy. 
* * * 

Mr. T. J. Horver has been elected Assistant Demon- 
strator of Physiology in succession to Dr. Morrison, 


resigned. 
* * * 


Tue Kirkes Scholarship and Gold Medal has been 
awarded to R. Hatfield. 

* * * 

Tue Senior Scholarship has been awarded to R. C. 
Elmslie, and the Junior Scholarships as follows :—(1) 
E. C. Williams ; (2) E. B. Smith. 

* * * 

Tue Hichens Prize has been awarded to F. Grone. 
* * * 

Tue Harvey Prize has been awarded to S. G. Mostyn. 
* * * 

Tue Foster (Senior Anatomy) Prize has been divided 
between R. C. Elmslie and H. Love; the Treasurer’s 
(Junior Anatomy) Prize has been awarded to T. C. Neville. 

* * * 
WE are requested to call attention to a mistake in the 
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application on Horace Sawtell’s behalf to the Governors of 
Epsom College. He has already polled 2750 votes, not 
1750 as stated on the first issue of the cards, and in our 
pages last month. 

* * * 


WE have received from Mr. T. W. H. Garstang a copy 
of his Annual Report as Medical Officer of Health for the 
Rural Districts of Bucklow and Northwich, and the Urban 
Districts of Knutsford, Middlewich, Winsford, and Biddulph. 
We congratulate him on what appears to be an excellent 
and thorough piece of work. 

* * * 


In Mr. A. S. West’s admirable little edition of Earle’s M/icro- 
cosmography, recently published by the Pitt Press, we find very 
unflattering descriptions of the two branches of our profession. 
Of “a meere dull Phisician” we read, ‘‘ The best cure he 
has done is upon his own purse, which from a leane sickli- 
nesse he hath made lusty and in flesh. . . . If he had been 
but a by-stander at some desperate recovery he is slandered 
with it, though he be guiltlesse ; and this breeds his reputa- 
tion and that his practice, for his skill is meerely opinion.” 
The surgeon does not get off much more lightly. “He 
differs,” says Earle, “from a physician as a sore does from a 
disease; .. . the one distempers you within, the other 
blisters you without. . . . He is a reasonable cleanly man, 
considering the scabs he has to deal with.” 

* * * 


THE editors of /loreamus, the newly established chronicle 
of University College, Sheffield, are to be congratulated on 
their enterprise. Strong and successful attempts are being 
made to develop a collegiate life and spirit there, and we 
are glad to note that two old Bart.’s men are prominently 
associated with the movement—Dr. Arthur Hall and Dr. 
Addison, the latter being one of the editors of the 
chronicle. Prof. G. C. Moore Smith has furnished a 
college song set to music by Dr. Coward, and admirably 
illustrated by Mr. Leonard Shields. 


€ * * 


Wuy should a medical officer of a charity be expected to 
write a report containing the expression of professional 
opinion, to further claims for damages, legal proceedings, 
and the like without a fee? At the Lambeth County Court, 
Judge Emden recently permitted himself to characterise the 
demand of a Guy’s house surgeon for such a fee as “a 
miserable piece of extortion.” Even a County Court Judge 
should know when he is talking undignified nonsense. 
Writing these reports is outside the sphere of medical 
charity, and should be remunerated like any other work 
involving time and professional reputation. 
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Amalgamated Clubs. 


ASSOCIATION FOOTBALL CLUB. 


St. Bart.’s v. St. Mary’s. 

Tus match, the first round in the Inter-Hospital Junior Cup com- 
petition, was decided on the Bart.’s ground, Winchmore Hill, on 
Thursday, February 3rd. The result was a victory for Bart.’s by 3 
goals to 1, after a splendid match. Losing the toss, Bart.'’s kicked 
off at 2.45, but were at once driven back, and for some few minutes 
Mary’s kept up a hot attack and several times looked like scoring. 
The ball was then transferred to the other end of the ground, and 
after ten minutes’ play some very pretty passing between Murdoch 
and O’Brien resulted in the latter getting through Mary’s defence 
and scoring the first goal with a fine shot. From the fresh start 
Mary’s pressed, their right wing doing excellent service, and once 
from a good centre by Pilkington they should certainly have scored, 
but the opportunity was lost; some good tackling and kicking by 
Turner then gave relief. In turn Bart.’s attacked, and Murdoch put 
in a good shot which was finely saved by Cheadle; a few minutes 
later Walker hit the cross-bar with a good shot. No further score was 
made before half-time, and Bart.’s crossed over with a lead of 1 goal to 
nil. With the wind now in their favour Bart.’s had the best of 
matters for some time, although they were not able to augment their 
score. Mary’s then pressed, and had two corners in quick succession, 
which, however, did not avail them much. At length they were enabled 
to equalise by means of a penalty; Higginson took the kick, and 
after shooting straight into Harland, rushed the ball through before 
he could properly clear it: This had a great effect on the Bart.’s 
men, who at once attacked vigorously, and within two or three 
minutes O’Brien gave them the lead once more. Again Bart.’s 
pressed, and Miller made several good runs down the right wing, 
and from one of his centres Murdoch scored the third goal for us. 
After this Mary’s had their turn in attacking, and had hard lines in 
not scoring. Once Skrimshire shot through the posts, but was off- 
side, while Killick put in a good shot, which was well cleared. Time 
was called without any further score, and Bart.’s were left the victors 
by 3 goals to 1, a result which was justified by their play, every man 
playing up hard and well. The combination of the forwards was 
especially good, and it was in this respect that Bart.’s were ahead of 
their rivals most particularly, while Turner was perhaps the best of 
a very good back division. It was not very satisfactory to see only 
five Bart.’s men watching the game, and it is to be hoped that more 
will manage to get away for the next match. Teams: 

Bart’s—C. Harland (goal); C. H. Turner and Gordon-Smith 
(backs) ; N. E. Waterfield, N. G. Winder, and R. Aldersmith (half- 
backs); R. Walker and C. Murdoch (right wing); C. O’Brien 
(centre); F. E. Taylor and G. W. Miller (left wing). 

Mary’s.—A. T. Cheadle (goal); W. F. Higginson and J. S. 
Webster (backs); W. E. Gribben, E. A. Price, and R. B. Wil- 
braham (half-backs); A. F. Pilkington and H. M. Brown (right 
wing); — Motta (centre); J. F. Skrimshire and C. Killick (left 
wing). 

Sr. Bart.’s v. Lonpon Hospirtat. 


This tie in the semi-final round of the Junior Hospital Cup was 
played at Winchmore Hill on Wednesday, February 23rd. A late 
start was made owing to several players missing the earlier train. 
A strong wind was blowing almost straight down the ground, which 
interfered with accurate passing, but a very keenly contested game 
resulted in a meritorious win for Bart.’s by 2 goals to wil. 
Losing the toss, Bart.’s kicked off, playing towards the pavilion end 
of the ground against the wind. For a short time Bart.’s pressed, 
but the wind was too much of a handicap, and London gradually 
worked the ball down to the other end and forced several-corners, 
but nothing resulted. Once Grogono got it right away by himself, but 
ended a good dribble by a very tame shot. London still kept up a 
vigorous attack, and Harland had to save several shots, which he did 
well, and on two occasions especially distinguished himself by 
saving brilliantly. Dawson and Miller then relieved the pressure by 
several good runs down the right wing, and Murdoch and O’Brien 
also combined very well, and put in some very useful work. For the 
remainder of the first half London kept up a continuous attack, but 
their shooting was weak, while Gordon-Smith and Taylor played 
a very sound game at back, and half-time arrived without any score. 
In the second half, playing with the wind Bart.’s had much the best 
of the game, and kept the ball almost entirely in their opponents’ 
half of the ground. Winder made a couple of good shots from 








centre half, but both were saved. The first goal for Bart.’s was 
the result of a free kick given against Morris near the London goal, 
Murdoch putting the ball through almost immediately afterwards. 
Bart.’s scored again by Murdoch after a scrimmage in the London 
goal. London then attacked, and Grogono in the centre missed a 
very easy opening by a feeble shot, and Harland cleared well. The 
rest of the game was of a give and take character, in which nothing 
further was scored, leaving Bart.’s the victors by 2 goals to nil. 
With the wind so strong right down the ground the game was 
naturally confined chiefly to one end, and perhaps London had just 
as much the best of the game in the first half as Bart.’s had in the 
second, but the superior combination of the latter’s forwards decided 
the game in their favour. For the winners, Harland was very good 
in goal, and Taylor and Gordon-Smith were very safe at back, while 
the forwards combined very well considering the wind and rain were 
against accurate play. Walker, Miller, and Murdoch were, perhaps, 
the best. For the losers, Brenan was the best of the back division, 
and Grogono was good until he got in front of goal. 

Team.—C. Harland (goal) ; F. E. Taylor, Gordon-Smith (backs) ; 
N. E. Waterfield, M. G. Winder, and J. W. Illins (halves) ; 
T. Dawson and Miller (right wing) ; C. O’Brien (centre) ; C. Murdoch 
and R. Walker (left wing). 


JUNIOR CUP TIE—FINAL COMPETITION. 
St. BARTHOLOMEW’s v. St. THOMAS’S. 

This tie was decided at Chiswick Park on Wednesday, March 
16th, before a fair number of spectators. Sanson kicked off at 2.45 
for St. Thomas's. Bart.’s immediately pressed and looked like 
scoring, but Miller was given off-side. A run by Thomas’s was 
stopped by the Bart.’s backs, who returned in fine style to Miller, 
who ran down, and passing to O’Brien, the latter sent in a good shot 
which was just put over the goal. A few seconds later Dawson 
scored the first point for Bart.’s from a mélée in front of goal (1—0). 
On resuming Bart.’s again took possession, and from a good centre 
by Miller, O’Brien placed in the net (2—o). After a few minutes’ 
play, Murdoch took a shot at goal, and, the ball rebounding, O’Brien 
put it into tne net (3—o). Further good play by Miller and O’Brien 
enabled the latter to put on two further points for St. Bart.’s, the 
score at half-time being 5—o. 

On resuming play Bart.’s did all the pressing, O’Brien, Walker, 
and Dawson all adding points, the former 2. The score at time was 
g—o, ending a not uninteresting but entirely one-sided game. St. 
Bartholomew’s Hospital now holds the Junior Cup for 1898. Teams: 

St. Bart.’s.—C. Harland (goal); C. H. Goodman, H. Gordon- 
Smith (backs); R. Aldersmith, F. E. Taylor, and N. Waterfield 
(half-backs); G. W. Miller, C. Murdoch, C. O’Brien, T. Dawson, 
R. Walker (forwards). 

St. Thomas’s.—L. Gibson (goal); C. Powell and B. Bazalgette 
(backs); N. Egger, A. N. Wright, S. Battle (half-backs) ; R. Downs, 
R. Walker, F. E. Sanson, W. Unsworth, W. R. Bateman (forwards). 


INTER-HOSPITAL SENIOR CUP—SEMI-FINAL. 
Sr. Bart.’s v. Lonpon Hospirat. 

Played at Leyton, Essex County Ground, Wednesday, 16th 
February. Bart.’s winning the toss, decided to defend the pavilion 
end first. London kicked off, and after a very temporary advantage 
to us, Upward soon turned the tide in their favour by a fast run and 
then a capital centre, which, however, Walker failed to utilise, and 
the ensuing scrimmage round our goal was well repulsed by Orton 
and Butcher. Once more we attacked, and close to their goal a foul 
having been given against London, from the free kick Whitaker 
only just failed to score with a very neat shot. Linnel, after some 
very pretty play, got the ball down our end and put in a hard shot 
well saved by Butcher. Again Butcher cleared another hard shot, 
passing out to Talbot, who took it away. But London continued 
to press hard, certainly having the best of this half of the game, 
although Orton, Whitaker, and Bostock, showing some fine play for 
our defence, did their utmost to avert their rushes, and feed our 
forwards. London’s combination told at length, J. F. Walker 
scoring with a most difficult shot, and soon after from a good corner 
kick by Fletcher, Linnel scored a second. Little more occurred up 
to half-time, and thus the score stood Bart.’s 0, London 2. 

Though against the wind and sun, Bart.’s showed considerably 
better form this half. Talbot almost at once got away with one of 
his dashing runs, succeeded in a dangerous centre, which although 
taken up well by our forwards was saved by Enthoven; London, 
who were keeping finely together, once more worked the play to our 
goal, but again were unable to baffle Butcher’s defence. After some 
rather dangerous work at our end, Ward and Marrett with a smart 
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run made a good attempt to score, which resulted in a corner. 
Bostock judging a difficult wind well put in a good kick, but we 
were unable to record a goal, and London’s forwards were at once 
away with the ball and down our end, finishing with a hard shot, 
well saved once more by Butcher. Talbot soon getting the ball 
succeeded in passing their backs, and was on the point of shooting, 
when “‘ off-side” was given, a decision which certainly evoked much 
surprise. From the free kick Walker made a very neat dribble, but 
ended in a weak shot. No more scoring was recorded. Bart.’s all 
this half-time had been playing up with an energy worthy of a better 
result, conspicuously Whitaker, who at half-back (Watson having 
taken his place at back) kept his men well together. Several times 
it seemed as if we must score, especially from some excellent centres 
against the wind by Ward. Although we pressed London hard with 
energetic endeavours to equalise matters all the latter half, and 
especially the last twenty minutes, we had to retire at time with 
the two goals gained by London in the first half as the result of the 
game. 

For London, Green, H. J. Walker, Linnell, and Thwaites were 
perhaps the pick of a very good team; and for us Talbot, Ward, 
Whitaker, and Bostock were always working hard, whilst Butcher's 
‘‘saves’”’ were cheered by Bart.’s and London men alike. Teams: 

London Hospital.—L. F. Enthoven (goal); P. A. Green, F. P. 
Hilliard (backs); H. Fletcher, H. Thwaites (Capt.), B. Whittington 
(half-backs); J. F. Walker, H. J. Walker, G. P. Wilson, J. E. 
Linnel, H. A. Upward (forwards). 

Bart.’s.—H. H. Butcher (goal) ; L. E. Whitaker (Capt.), L. Orton 
(backs); E. H. Scholefield, C. G. Watson, A. H. Bostock (half- 


backs) ; J. H. Talbot, J. A. Willett, A. E. Thomas, V. G. Ward, 
H. N. Marrett (forwards). 


HOCKEY. 
St. Bart.’s v. BLACKHEATH PROPRIETARY SCHOOL. 
Played at Blackheath on February 1gth. 

Result, won by 6—1. 

We started up a very steep hill, and for some time had a difficulty 
in clearing a goal. After about ten minutes’ play Imthurn took the 
ball up the left wing and passed to Mayo, who scored with a splendid 
shot. The School almost immediately equalised, but before half- 
time Edwards gave us the lead again. In the second half we had 
most of the game. Muirhead put through from a bully, and Hallowes 
scored with a good shot, whilst Mayo beat the goal-keeper twice. 
The result was most satisfactory, as the School had beaten us earlier 
in the season by 6—o. 

Team.—D. Jeaffreson, G. B. Nicholson (backs); P. B. Grenfell, 
M. O. Boyd, F. H. Parker (halves); A. H. Muirhead, R. Imthurn, 
H. R. Mayo, A. Hallowes, A. B. Edwards (forwards). Referee, 
E. Spry. 

St. Bart.’s v. Roya OBSERVATORY. 
Played at Winchmore Hill on February 26th. 

Result, won by 2—1. 

This was a most even game throughout. H. Mayo scored for us 
in the first half from a free hit. Play was then very exciting until 
ten minutes from time, when Nixon hit a very clever goal. 

Team.—D. Jeaffreson, G. B. Nicholson, F. H. Parker (backs) ; 
M. O. Boyd, T. A. Mayo, P. B. Grenfell (halves) ; A. H. Muirhead, 
J. A. Nixon, H. R. Mayo, A. Hallowes, A. B. Edwards (forwards). 

Sr. Bart.’s v. ILFoRD Park. 
Played at Ilford on March 17th. 

Result, draw, 1—1. 

A most even game all through. Nixon scored the goal for us, 
and Flint hit the post with a hard shot. We played one short. . 

Team.—D. Jeaffreson, G. B. Nicholson (backs) ; F. Shout, M. O. 
Boyd, F. H. Parker (halves); A. H. Muirhead, H. Flint, J. A. Nixon, 
A. Hallowes, A. B. Edwards (forwards). 


SHOOTING CLUB. 

At the Annual General Meeting the following officers were elected 
for 1898: 

President :—H. J. Waring, Esq. 

Vice-Presidents :—Howard Marsh, Esq., Henry G. Read, Esq., 
Dr. Edkins, E. W. Miles, Esq. 

Captain and Secretary :—Walton R., Read. 

Committee :—C. R. Brown, A. C, Brown, F. E. Taylor, Goodall, 
A. E. Lister, Edwards. 

Shooting will commence the first Thursday in May at Ilford 





range, and a target will be open for practice from 2to6 p.m. A 
Prize meeting will be held during the first week in July to compete 
for prizes offered by several of the leading instrument makers ; also 
to decide the team to represent the Hospital at Bisley. 
All members who intend shooting this season are requested to 
send in their names to the secretary or any of the committee. 
The following matches have been arranged : 
May 28th.—St. Paul’s 
June 1st.—Tonbridge School 
» 2nd.—Whitgift School 
»» 16th —St. Thomas’s Hospital 
» 18th. —R.I.E.C. Cooper’s Hill 
Several others will be arranged later on. 








Abernethian Society. 


pease HE last ordinary meeting of the Society was held on 
awa! Thursday, March roth, 1898, Mr. Hussey, President, in 
the Chair. 

Mr. Drury showed an interesting case of infantile 

hemiplegia. Mr. Horder showed two similar cases, one 

probably due to a cerebral tumour, the other coming on during an 

attack of whooping-cough. Mr. J. P. Maxwell then read a most 

interesting and exhaustive paper on pyuria. Hereviewed the causes 

and symptoms, with illustrations drawn from his clinical experience. 

He then discoursed upon the differential diagnosis; this, as he 

showed, was always difficult, and sometimes almost impossible. 

Most of Mr. Maxwell’s paper was based upon his own observation 
and experience, making it one of great practical value. 

Thursday, March 17th, was the date fixed for the poll for the 
election of officers, which was open from 12.30 to 1.20, and at 8 p.m. 
About 200 availed themselves of the opportunity of voting in the 
morning, and a few in the evening, when the Annnal General Meeting 
was held, Mr. Langdon Brown, President, in the chair. 

A few members having recorded their votes, Mr. Gilbert Smith 
and Mr. Eddison were appointed as scrutineers. The Report of the 
Committee was then read and confirmed, of which the following is a 
copy. 

a presenting the Annual Report your Committee beg to con- 
gratulate the Society upon the success of the meetings held during 
the past winter. The average attendance at the ordinary meetings, 
which last session had reached 38, was well maintained, and a slight 
increase (to 39°6) can be recorded. 

There were three sessional addresses; that in the summer 
delivered by Dr. Norman Moore, who took as his subject ‘ The 
Deaths of the Kings of England,” that in October by Mr. Langton, 
who gave an account of “Some of those after whom the Wards are 
named,” and that in January by Dr. Lovell Drage, who discoursed 
upon “‘ The Coroner’s Court.” At the seventeen ordinary meetings 
of the Society papers were read by two members of the teaching 
staff, by the Treasurer's Research Student, by five present and six 
former members of the junior staff. Three evenings were devoted 
to discussions, clinical and pathological; to the last of these Dr. 
Kanthack came from Cambridge; he said he hoped to be a more 
frequent visitor in the future. This hope your Committee re-echoes, 
while thanking him cordially for the great interest he has always 
shown in the Society. Four of the papers read have been published 
in the Hospital JouRNAL. 

Lastly, the financial position of the Society has improved, owing 
to (1) an increase of £30 in the subscriptions, and (2) a decrease in 
the number of papers and journals taken in the reading rooms, a 
decrease only sanctioned by your committee with great regret, and 
after an exhaustive inquiry. A reference to the balance-sheet 
appended will show that the Society is now free of debt, and has a 
small balance in hand.” 

Following the reading of the report, the President made an 
affecting farewell speech on behalf of the outgoing officers of the 
Society, to whom a vote of thanks was unanimously carried. 

The meeting then adjourned until the result of the poll should be 
announced. At g p.m. the scrutineers made known the result of the 
poll, and the President declared the following gentlemen duly elected. 

Presidents.—Mr. T. J. Horder and Mr. H. Thursfield. 

Treasurer.—Mr. A. Willett. 

Vice-Presidents.—Mr. E. S. E. Hewer, Mr. R. de S. Stawell. 

Hon. Secretaries.—M r. Rowe, Mr. Everington. 

Additional Committeemen.— Mr. W. M. Fletcher, Mr. F. Grone. 
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BALANCE-SHEET, 1897-98. 


Dr. & s. d. Cr. 
Balance— Debts outstanding, 
inhand £1 0 5 May, 1897— 
in bank... 6 15 11 
a By 
Dividends ...........4 2 4 
Subscriptions .........101 17. 0 
Paper sales ............ 4 7 14 


1897-98. 
Refreshments ......... 16 
Attendance 
Petty expenses, 

stamps, &c 

| Cases at clinical even- 
) SSINESDccscsccvesaerencer 4 
Evans & Witt(papers) 49 
Adlard (printing) ... 5 
Pentland (journals) 7 
Balance— 

in hand £0 8 3} 

in bank...16 17 0% 














Presentation to Mr. Perry. 


HE Anatomical Theatre was crowded even to the upper 
gallery on Thursday, March 24th, the occasion of the 
presentation of the Testimonial and Picture to Mr. James 
Berry on his resignation of the post of Surgical Registrar. 
The proceedings were marked throughout by great 

enthusiasm. Mr. Lance, as Senior House Surgeon, took the chair 
at 5 o’clock, and among those present were Sir Thomas Smith, Dr. 
Church, Mr. Langton, Mr. Marsh, Dr. Calvert, Mr. Waring, Dr. 
Shore, Dr. Andrewes, Dr. Fletcher, Mr. D’Arcy Power, Mr. Edgar 
Willett, Mr. Eccles, Rev. W. Ostle, Rev. R. Adams, and the 
Steward, Mr. Watkins. The Matron, most of the Sisters, and a 
representative number of the Nursing Staff were also present. 
Letters of regret for unavoidable absence were received from Mr. 
Willett, Mr. Walsham, and Dr. West. 

The entrance of Mr. Berry was the signal for a regular ovation, 
and when the applause had subsided Mr. Lance, in the course of an 
appropriate speech, disclaimed any intention of introducing Mr. 
Berry to the audience, to whom he was so well known and by whom 
he was so much appreciated. He called upon Dr. Meakin to make 
the presentation. 

Dr. Meakin said that when the committee who had organised the 
presentation wrote to him some weeks ago, asking him to voice the 
feeling of the Hospital towards Mr. Berry, he felt that he was the 
recipient of an exceedingly high honour. 

He took it that his province was to explain to Mr. Berry the 
reasons which had induced the men to give a testimonial, and he 
hoped that he would succeed in demonstrating to Mr. Berry that 
the picture was far more than a mere present. It was a representa- 
tion of our high appreciation of Mr. Berry’s consistent kindness and 
unselfishness, and of his ability as a Teacher of Surgery. He would 
like Mr. Berry first to understand that our action in this matter was 
as free from any taint of hysteria or groundless emotion as it was 
possible for any action to be. It was a characteristic of this Hospital 
that, given a certain course of action was recognised to be the right 
one, that course of action was pursued with a very large amount of 
vigour and a very small amount of fuss. This presentation was 
no exception. We had decided that it was our duty to mark our 
feeling of gratitude towards Mr. Berry, and we were now engaged in 
doing it. 

Dr. Meakin remembered Mr. Berry first as a Demonstrator of 
Anatomy, and even in those days Mr. Berry’s ability as a teacher 
evoked every-day comment. Since then Mr. Berry’s popularity as 
a teacher had not only shown no diminution, but had steadily 
increased. 

One of the details of our School of which we were most proud 
was our surgical teaching. This we legitimately regarded as second 
to none in the whole world. Hence any man joining the ranks of 
the teachers of surgery at Bart.’s was judged by a very high standard 
and subjected to very severe criticism. How had Mr. Berry come 
through this ordeal? He had not only maintained the high standard 





of our teaching, but had actually brought credit toit. (The audience 
endorsed this opinion vigorously.) But it was not merely because 
Mr. Berry could give lucid explanations of abstruse surgery that 
we were giving him this picture; it was because,\in addition to 
his ability as a teacher, Mr. Berry was always ready to help any 
man in the kindest possible way. 

Mr. Berry’s power of getting the maximum amount of work out 
of a slack dresser was an art in itself. Mr. Berry would take him 
by the arm, walk him round the square, and the man became 
transformed—at least for three days—into the keenest possible 
dresser. 

House surgeons, too, owed much to Mr. Berry’s kindness and 
tact, and would always feel that much of the pleasure of their 
retrospect was due to their good fortune in having so agreeable a 
surgical registrar to work with during their term of office. 

Before presenting the picture Dr. Meakin asked the men to 
stand up and give three cheers for Mr. Berry, and this they did 
with considerable enthusiasm. 

Dr. Meakin then made the presentation, asking Mr. Berry to 
remember that the picture represented a very strong feeling of good- 
will towards him in the Hospital, and very sincere wishes for his 
success in all that he undertook. He concluded by saying that we 
should not trouble to wish Mr. Berry success were we confident that 
truth always lay in the words ‘‘ Palmam qui meruit ferat.”’ 

His speech throughout was punctuated by applause, and the 
concluding phrase was the signal for a demonstration of the 
heartiest kind. The wording of the address was as follows: ‘ This 
testimonial, together with a painting of St. Bartholomew’s the Great, 
was presented to James Berry, Esq., F.R.C.S., by the undersigned 
on the occasion of his resigning the Surgical Registrarship of the 
Hospital, in token of the esteem in which he is held by those who 
have had the privilege of working under him; their admiration for 
the excellence of his work, and their sincere wishes for the success 
of his future career.” The testimonial, which was illuminated on 
vellum, was signed by over eighty past and present house surgeons 
and dressers. 

When Mr. Berry rose to reply the applause became deafening, 
and it was not for some minutes that he could begin his speech. He 
then said : 

Mr. Chairman, Dr. Meakin, Fellow-students, Ladies and Gentle- 
men,—It is impossible for me to express adequately in words my 
gratitude for the kindly feeling which has prompted so many of 
you to give me this magnificent testimonial, and I am deeply 
grateful to you also for coming here in such numbers to give me 
so cordial a reception. I need not say that I shall ever value your 
gift most highly, and for several reasons. I value it in the first place 
as a most beautiful work of art. I am sure that you will all agree 
with me in saying that the artist, Miss Sprague, whom | am glad to see 
present here to-day, has succeeded in producing an excellent picture, 
and one of which she may justly be proud. I value it further 
because the subject of it will ever serve to remind me of our Hospital, 
so intimately associated with it during many ages when the Priory 
and the Hospital were one and the same institution. Most of all, 
however, do I value it as evidence of the kindly feeling that exists, 
that always has existed, and I hope always will exist between the 
students and teachers of this Hospital and School. My thoughts 
carry me back to a certain day early in October, now nearly twenty 
years ago, when I, a second year’s student, sat in the Anatomical 
Theatre and listened to Mr. Howard Marsh’s first introductory lecture 
on anatomy. And well do I remember a certain passage in that 
lecture which made a great impression upon me at the time, and which 
I have never forgotten. Speaking to the new students about their 
future career in the Hospital, and the relations of students to teachers, 
he said, ‘‘ Gentlemen, you will find that this Medical School is one 
large brotherhood; some of us are big brothers, and some of us are 
little brothers, but we are all brothers.” Now that is just as true 
to-day as it was then; we are all brothers. Carrying the simile a 
little further, I would say that the old monks who in the twelfth 
century wandered about among the grand old Norman arches that 
you see in that picture were brothers in name; we who now wander 
about the wards of this great Hospital are brothers in spirit. 

Looking back upon the five years during which I have been your 
Surgical Registrar, the chief thing that strikes me is the harmonious 
way in which the house surgeons, dressers, and registrar have all 
worked together for the common good, the welfare and prosperity 
of our Hospital. I will not pretend that the work I have had to do 
has not been hard work; but if there has been hard work for me, 
there has also been hard, perhaps harder, work for you, and I do 
not think that hard work does any of us any harm. 


It has for me 
been pleasant work and useful work. 


It has taught me a great 
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deal of surgery. When I reflect that in these five years I have had 
the opportunity of seeing some twenty thousand surgical cases, | 
cannot help feeling that the experience thus obtained will be of 
enormous value to me in my future career as a surgeon. 

My work has been pleasant in another way; it has brought me 
into contact with a very large number of people with whom it has 
been my duty and privilege to work, and it has made me many 
kind friends. Now I may divide these people into five classes, and 
with your permission I will say a few words to you about each of 
them. 

First, there are the lay officers of the Hospital, from whom I have 
always received the utmost kindness and consideration ; and I should 
like especially to refer to the Steward and his assistants, upon whose 
shoulders has fallen much of the work that has lightened the clerical 
labours of the Registrar. Then there are the members of the 
medical and surgical staff of the Hospital, but it is not necessary 
that I should say much to you on this subject. I have, however, a 
very warm appreciation of the uniform kindness and courtesy 
extended to me by them; and especially would I like to dwell 
upon the freedom with which they have allowed me to examine 
the cases in their wards, and to teach upon them. Now there are 
some hospitals that I could name in which the Registrar is looked 
upon with a certain degree of suspicion; he is expected to register, 
to look after the notes, and he has to be careful what he says to 
others about the cases that he sees. Now here, I am glad to say, 
there is nothing of this sort; the registrar is given a very free hand 
to do as he thinks fit, and he is even allowed, as you know, to take 
in the wards a special class in surgery for the final Fellowship 
examination. For these privileges, believe me, I am deeply grateful 
to the staff. 

I come now to the house surgeons, and especially to the 
junior house surgeons, and I suppose that the word which is at 
this moment uppermost in the minds of all of us is abstracts. Well, 
I have much sympathy with the house surgeons: when I was a 
junior house surgeon I had no abstracts to write; there were no 
such things in those days. But now the unfortunate junior house 
surgeon, when his hard day’s work in the wards is over, has to sit 
down and write abstracts, and he knows that there is a troublesome 
person in the shape of a registrar, who will plague him unmercifully 
until he has written them. 

But he always does write them, and he usually writes them 
exceedingly well. I do not say that he is not occasionally a day or 
two—I might even say a week or two—behindhand with them, but 
he always writes them, and I am consequently grateful to him. 

And now I come to my good friends the dressers, and what shall I 
say of them? Well, I will say this, that they have always been very 
kind to me, that they have always tried to save me as much trouble 
as possible; they have always written their notes, and the notes have 
generally been very good notes. They may perhaps think that at 
times I have been strict with them, at times even severe. I have 
even known a soft-hearted nurse say to me, “ Really, Mr. Berry, I 
think you are very hard on poor Mr. So-and-so about his notes.” 
But I hope they will acknowledge that in my dealings with them I 
have always tried to be just. 

Sometimes a new dresser—he was generally a very new dresser— 
resented the interference of the Registrar, but his resentment seldom 
lasted long. 

I remember a case in point. A certain dresser had just come on, 
and had been allotted a case in Coborn; when in the course of my 
ordinary rounds I visited this ward, I found no notes. A simple 
means of communication, with which you are all familiar, produced 
an interview with the dresser. I found him defiant; his duty, he 
said, was to dress, and not to take notes, and he was not going to 
take notes for me or anybody else. We retired into a quiet corner 
of the ward, and held a short conversation. Next day there were 
still no notes; a second interview took place, in which I had to 
point out that certain awful consequences would follow if he 
persisted in disregarding my wishes. On the following day I found 
that the notes had been written, and what is more, that dresser ever 
afterwards took much pains with his notes, so much so that two or 
three months later his house surgeon, who was, I believe, ignorant 
of the above facts, remarked to me one day what a good dresser Mr. 
So-and-so was. 

It was my duty, as you know, to read all notes, and at times this 
work was somewhat monotonous. But often the notes were very 
interesting, and at times even amusing. The new dressers, when 
they first came on, and had to use words with which they were not 
yet familiar, would occasionally exhibit remarkable eccentricities in 
spelling. There is a certain pathological fluid which had often to be 
mentioned by name, and I have frequently known a new dresser 





write the word “ puss;” a common form of bandage would some- 


times be spelt “ spiker,” and I remember one dresser, of a sorrowful, 
I might say funereal turn of mind, who for several weeks would 
persist in writing the name of a well-known member of our surgical 
staff as “‘ Mr. Crypts.” 

Sometimes I could detect a vein of poetry in the mind of a dresser. 
There was a certain butcher who, in order to enter the army, wished 
to be operated upon for a varicocele. The dresser to whom the 
case was allotted wrote as follows: “John B—, zt. 20, being 
anxious to exchange the blue smock of a butcher for the red coat of 
a soldier, entered the wards of St. Bartholomew’s Hospital, and 
received his first wound in front at the hands of Sir Thomas Smith.” 
On another occasion an element of pathos would be introduced into 
a note. A boy had been operated upon for cleft palate, and the 
dresser wrote a very good note of the operation. Next day he noted 
that the boy was very restless and unruly. A whole week then 
passed and no note was made. Then came this brief and pathetic 
note: ‘‘ The boy has paid the penalty of his rashness.” Not a word 
more! It was left to the imagination of the reader to discover 
whether the unfortunate boy had died, or whether, as was really the 
case, the operation wound had completely broken down. 

At times, as you know, it was my unpleasant duty to tear up notes 
that had not been written in a manner of which I approved. I have 
always held it to be important, to ensure uniformity of the system of 
registration, that the notes should be taken in a systematic manner, 
according to certain rules that I laid down. If a dresser did not 
follow these instructions, well, I simply tore up his notes, and he 
wrote them again. I have said that I always tried to be just, but 
occasionally I failed. I have been known sometimes, from careless- 
ness or inadvertence, to tear up a note when I need not have done 
so. I think I generally heard about the matter pretty quickly from 
the aggrieved dresser. On such occasions | naturally apologised, 
and offered to write the note out again myself. I think it is saying 
a good deal for the kindly feeling of the dressers towards me when 
I tell you that I do not remember a single occasion on which my 
offer was accepted. 

I have been telling you tales about the dressers. I think I ought 
now to tell you a story against myself. On entering a surgical ward 
one day I found a new patient evidently very ill, and suffering from 
pneumonia or pleurisy, or something of that kind, besides the 
surgical lesion for which she had been admitted. I read the notes, 
and to my surprise found that although they were good notes, very 
good notes, yet they had been written in a very strange manner, and 
not according to the rules which I had laid down for note-taking in 
the surgical wards. I ought perhaps to explain that the system of 
note-taking adopted on the surgical side of the Hospital is, for 
obvious reasons, somewhat different from that of the medical side. 

I made some comment on a blue flag, tore up the notes, and 
passed on, thinking no more of the matter until next day, when | 
was suddenly assailed by an indignant house physician, who asked 
me what the dickens I meant by tearing up his notes. It was then 
that I realised the enormity of the offence I had committed! The 
case, although remaining in a surgical ward, had been transferred 
to the care of a physician, and it was the senior house physician who 
had himself written the notes, as is the custom in the medical wards. 
There was nothing to be done but to apologise,—in fact, I simply 
grovelled in apologies. He very magnanimously forgave me, and 
would not even allow me to rewrite the notes for him. 

The fifth and last class that I have to mention is that of the 
nurses, and among them especially the sisters. No one who has 
not actually done the work of a registrar can realise adequately to what 
extent he is dependent upon the good-will of the sisters. They can 
make his work in the wards pleasant, or they can make it very 
unpleasant for him. Now I am glad to have this opportunity of 
saying publicly how deep is the debt of gratitude that I owe to 
the sisters. One and all have striven loyally to help me in my 
work, and to make it pleasant for me. There are certain official 
duties of the sister towards the Registrar, chiefly connected with cards 
and numbers. I speak not of these; of course they were well done. 
But there are a hundred other ways in which a sister can help 
the Registrar, and it is is for this unofficial help that I am particu- 
larly grateful. Many a time, for instance, has a sister told me some 
little point of interest about a case that I should otherwise have 
overlooked. Many atime has a sister taken the trouble to let me 
know that at a certain time I could get an opportunity of examining 
some case in which I was particularly interested. And I am afraid 
that the sisters have often had much to put up with from me. My 
best friends must admit that I am apt to be untidy, that I am often 
clumsy, that I am sometimes inconsiderate. Nevertheless the sisters 
have borne with me in a way that has earned my gratitude. Never 





APRIL, 1898. ] 








shall I forget the mild reproachful look that a certain sister cast 
at me when I let a drop of ink fall on one of her snow-white 
counterpanes. On one occasion | caught my sleeve in an inkstand, 
and upset the whole thing to the floor at the very feet of another 
sister! I verily believe that if she had not been standing exactly 
between me and the doorway I should have sought refuge in flight. 
But a gentle “Oh, Mr. Berry!” was the only punishment that I 
received. Some sisters are known to be very particular about their 
polished floors ; I believe I have been known to spill drops of water 
on such a floor. 

Talking of polished floors, there was a certain ward in which the 
polish and slipperiness was usually so great, that it proved a temp- 
tation to the dressers and others of us to indulge certain boyish 
propensities. So the sister laid down a rule that no one, save only 
the Senior Surgeon, should be allowed to slide on her floor! Here 
was what I considered a grievance; but I do not mind telling you, 
now that I am no longer Registrar, and do not have to meet her 
daily, that I did sometimes indulge in a little slide surreptitiously, 
when her back was safely turned. 

And now, in conclusion, I must again thank you all very warmly 
for the kindness you have shown and the honour you have done me. 
That picture shall hang in my dining-room, and it will ever serve to 
remind me of five very pleasant years, and of numerous excellent 
friends. 


The proceedings then closed with a vote of thanks tothe chairman. 
Appealing shouts for a speech from Sir Thomas Smith were un- 
availing, and the meeting reluctantly dispersed. 

Miss Sprague’s picture was shown at the private Exhibition of the 
Ridley Art Club, to which, through Mr. Berry’s kindness, the sub- 
scribers were invited. It has since been sent to the Royal Academy. 








Munior Staff Appointments. 


The following appointments have been made, dating from 

April tst : 

House Puysician To— 
SENIOR. 

A. Heath, M.B.(Lond.), 
F.R.C.S. 

Langdon Brown, 
M.A., M.B., B.C.(Can- 
tab.). 

C. F. Lillie, M.A., M.B., 
B.C., D.P.H. (Cantab.), 
M.R.C.S., L.R.C.P. 

...D. H. F. Cowin, M.R.C.S., 

L.R.C.P. 


Junior. 
E. F. Palgrave, M.R.C.S., 
LRP. 
J. H. Thursfield, M.A., 
M.B., B.Ch.(Oxon.), 
M.R.C.S., L.R.C.P. 
R. H. Bremridge, B.A. 
(Oxon.), B.Sc.(Lond.), 
M.R.C.S., L.R.C.P. 
S. Bousfield, B.A.(Can- 
tab.), M.R.C.S., 
L.R.C.P. 
J. E. Sandilands, B.A. 
(Cantab.), M.R.C.S., 
E.RGC.P: 


Duckworth ... 


Dr. Hensley 


Dr. Brunton ...S.F. Smith, M.B.(Lond.), 
M.R.C.S., L.R.C.P. 


HousE SuRGEON TO— 

Mr. Willett A. B. Tucker, M.B. L. B. Rawling, B.A., 
(Lond.), M.R.C.S., M.B., B.C.(Cantab.), 
L.RiC-P. M.R.C.S., L.R.C.P. 

...R. de S. Stawell, B.A., J. L. Maxwell, M.B. 
M.B.,  B.C.(Cantab.), (Lond.), M.R.C.S., 

M.R.C.S., L.R.C.P. L.R.C. 

M. W. Coleman, M.B. R. D. 

(Lond.), M.R.C. 3 
L.R.C.P. 

A. R. J. Douglas, M. 
B.S.(Lond.), M.R.C. 
L.R.C.P. 

Gilbert Smith, M. 
(Dunelm.), M.R.C.S, 
LRC.P. L 

OpuTHALMIC House SuRGEON 
H. W. Henshaw, M.R.C.S., L.R.C.P. 

INTERN MipwirEry ASSISTANT. 

H. Williamson, B.A.(Cantab.), M.R.C.S., L.R.C.P. 

ExteERN MIDWIFERY ASSISTANT. 

E. G. D. Drury, M.B., B.S.(Lond.), M.R.C.S., L.R.C.P. 

ResipENT ASSISTANT ANASTHETISTS. 

Srenror.—B. Collyer, M.D.(Lond.), M.R.C.S., L.R.C.P. 
Junior.—A. Granville, M.R.C.S., L.R.C.P. 


Mr. Langton 


Parker, B.A., 
, B.C.(Cantab.), 
CS, LEP: 
indy, M.R.C.S., 
R.C.P. 
P 


Mr. Marsh 
. B 

R 

Mr. Butlin M 


S M. 
M. 

B., H. 

S L. 

B 


ss Huggins, M.B. 
(Lond.), M.R.C.S., 


Mr. Walsham . . 
R.C.P. 
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Appointments. 


BELBEN, F., M.B., B.C.(Cantab.), F.R.C.S., appointed Resident 

Surgical Officer to the Hull Royal Infirmary. 
* * ** 

Cuater, J. S., M.B.(Lond.), M.R.C.S., L.R.C.P., appointed 

Senior House Surgeon to the Royal Surrey Hospital, Guildford. 
* * * 

COLLINGRIDGE, W., M.D., M.R.C.S., D.P.H., has been re- 
appointed Medical Officer of Health by the London Port Sanitary 
Authority. 

* * * 

Co.tyer, B. J., M.R.C.S., L.R.C.P., appointed Assistant House 

Physician to the Birmingham General Hospital. 
* * * 

Dixson, Cuas., M.D.(Dunelm.), M.R.C.S., appointed Honorary 

Anesthetist to the Brentford Cottage Hospital and Dispensary. 


* * * 


Geacu, R. N., M.R.C.S., L.R.C.P., appointed Junior House 
Surgeon to the Royal Surrey Hospital, Guildford. 
* * * 
Gicmour, R. W., M.B.,B.S.(Durh.), M.R.C.S., L.R.C.P., appointed 
Fifth Medical Officer and Pathologist to the Wadsley Asylum. 
* * * 
Hewer, E. S. E., M.R.C.S., L.R.C.P., appointed Junior House 
Surgeon at the Gloucester Infirmary and Eye Institution. 
* * * 
Motesworth, T. H., M.B., B.C.(Cantab.), appointed Assistant 
House Surgeon to the Stockport Infirmary. 
* * * 
Price, F. E., M.R.C.S., M.R.C.P., appointed Medical Officer to 
the Great Indian Peninsula Railway. 
* * * 
Rowe, W. T., M.R.C.S., L.R.C.P., appointed House Surgeon to 
the West London Hospital. 
* * * 

Verpon-Rok, S., M.B., B C.(Cantab.), appointed House Physician 
tothe Radcliffe Infirmary, Oxford. 
* * * 

Warp, J. P. STEPHENS, M.R.C.S., L.R.C.P., appointed Physician’s 
Assistant to the Plymouth Public Dispensary. 
* * * 
WrancuaM, W.G., M.B.(Lond.), M.R.C.S., L.R.C.P., appointed 
House Physician to the Leicester General Infirmary. 








Obituary. 


CHARLES West, M.D., F.R.C.P. 

A LINK with the past was snapped on March roth, when 
Dr. Charles West died at the ripe age of eighty-one. Sixty-five 
years have passed since he joined his Hospital as a student. 
Gaining prizes during his course here, he then studied 
in succession at the Universities of Bonn, Paris, and Berlin, 
of which last he became an M.D. After an unsuccessful 
venture in private practice he returned to this Hospital and 
devoted himself to clinical research under Dr. Latham. He 
soon attracted attention by his description of the epidemic 
of typhus (1837-8), which those associated with this 
Hospital had an unique opportunity of observing. 

But it was in the two departments of Midwifery and 
Diseases of Children that he became best known. His 
earliest work on the latter was done as Physician to the 
Infirmary for Children in Waterloo Road, a post to which 
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he was elected in 1842. His interest in Midwifery dated 
from 1835, when he gained a prize at Bonn for his essay on 
“The Female Pelvis and its Influence on Parturition.” Ten 
years later he was chosen as Lecturer on Midwifery at 
Middlesex Hospital, and in 1846 he became Physician- 
Accoucheur there. In 1848 he was appointed Junior 
Lecturer on Midwifery at this Hospital with Dr. Rigby. He 
conducted the Gynecological Department here, which was 
then a purely out-patient practice. No beds were devoted 
to these cases in the wards till the following year, when Dr. 
West was allowed to admit cases under Mr, Stanley’s care 
to the back ward of Harley. In 1851 the front half of 
Martha was made into a gynecological ward, and though 
Dr. West had charge of the patients he was never a medical 
officer of the Hospital. At that time there were practically 
no operations ; a pelvic abscess might be opened, or an 
“ovarian dropsy” tapped in the ward, but that was all. In 
1861 he resigned his position here, and was succeeded by 
Dr. Greenhalgh, whom as well as his distinguished suc- 
cessor, Dr. Matthews Duncan, he has long outlived. 

If one seeks for a monument of Charles West, let him 
turn to the Hospital for Sick Children in Great Ormond 
Street. His work on the diseases of children has run 
through seven editions, and has been translated into many 
tongues, including Arabic; his lectures on the diseases 
of women formed for many years a standard work. But long 
after these are forgotten he will be remembered as the 
founder of that hospital. He was “ever a fighter” with his 
colleagues and equals, but to children he showed his best 
and most gentle side. His skill in the use of toys aided his 
skill in diagnosis ; he could quiet a child that remained 
fractious in any other hands. It was early impressed upon 
him that the accommodation for sick children in London 
was ridiculously inadequate ; with the result that by his 
efforts a house in Great Ormond Street, once the residence 
of the famous Dr. Mead, formed the nucleus of the present 
imposing building about the year 1851. For twenty-four 
years he was the Senior Physician of this Hospital. Never 
to the last day of his life did he lose interest in its 
welfare. 

At the College of Physicians he became in succession 
Member (1842), Fellow (1848), Croonian Lecturer (1852), 
Censor (1863), and Senior Censor (1890). He was also 
President of the Royal Medical and Chirurgical and Ob- 
stetrical Societies, Lumleian Lecturer, and Harveian orator. 

Space would fail to tell of all his literary activity, which 
was incessant. As late as last year he published a work on 
The Profession of Medicine: its Study and Practice, Duttes 
and Rewards. ‘This was really an expansion of his opening 
address at this Hospital forty-seven years before—a fact 
which in itself testifies to the tenacity of his views. 

From 1880 he was obliged to winter on the Riviera, but 
till 1886 he remained in active practice, not finally relin- 
quishing work till about 1890. While at Cannes this winter 








his health began to fail fast, and he longed to return home. 
He actually attempted the journey, but could get no further 
than Paris, where he died peacefully on March roth. 








Correspondence. 


To the Editor of the St. Bartholomew's Hospital Journal. 


Dear Si1r,—In the review of Mr. Waring’s Manual of Operative 
Surgery, the reviewer ventures to say that he has a regard for the 
old simple method of division and excision of the sac of a hernia 
in the radical operation, with a view to its permanent cure. Will 
you permit me to say that, as Mr. Waring did me the honour to 
allow me to read through the proof sheets of his work, I was 
particularly pleased to find that he did not even mention the inguino- 
scrotal incision. There is a growing feeling that this is altogether a 
bad one, and it is never taught, so far as I know, in the Operative 
Surgery Class at St. Bartholomew’s. The excision of the sac is, 
moreover, an unnecessary proceeding in so far as its scrotal portion, 
is concerned, though its complete ablation in the whole length of its 
inguinal part is essential. This can, however, only be satisfactorily 
accomplished through an inguinal incision. I regret, seeing that I 
read over the proof, that an error is present in the name of the 
inventor of the quilted intestinal suture. It should of course be 
“ Halsted.” I notice your reviewer has by a printer’s error given 
two names wrongly, viz.—Kocher and Maunsell. 

I am, Sir, yours, &c., 


March 21st, 1898. W. McApam ECcctes. 


[By some unfortunate oversight, a line in our review of Mr. 
Waring’s book in our last number has been allowed to convey a 
meaning exactly the converse of that intended. 

In the sentence “‘ most of the figures are very good: some strike 
us as unnecessary, a quite wnusual feature in books on the subject,” 
the word guite should be replaced by not. As examples of what we 
mean by ‘“‘ unnecessary,” we would point to such diagrams as those 
of incisions for ligature of some of the vessels and nerves, for we 
think a description thereof sufficient ; and if the description be not 
sufficient we hardly think a diagram helps very much. Again, 
diagrams of dissecting forceps, needles, and ordinary pressure forceps 
are not necessary for an advanced work. 

Nevertheless we realise these are purely matters of opinion, and 
our criticism, or rather good-natured grumble, in no wise detracts 
from the very great merit which we see in Mr. Waring’s book. 

Other mistakes in our article, such as the errors in proper names, 
are too obvious to need more than a mention of their humble 
recognition by us. 

“ Quz ledunt oculos festinas demere.”’— Horace. | 








Births. 


MitsomE.—On March 8th, at Holmcroft, Chertsey, the wife of Henry 
B. Milsome, M.A., M.B., B.C.(Cantab.), of a daughter. 

MuriEL.—On March 3oth, at 42, St. Giles’s Street, Norwich, the 
wife of Cecil Jeffery Muriel, of a daughter. 








Death. 


Wesr.—On March t1gth, Charles West, M.D., Corresponding 
Member of the Académie de Médecine of Paris, Founder of 
the Children’s Hospital, Great Ormond Street, aged 81. 
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